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New! ... Parsons and Ulfelder’s 
Atlas of Pelvic Operations 


This new Saunders book is a working man- 
ual, describing the technical details of pelvic 
surgical procedure by means of illustrations. 
Only one procedure for each operation is 
explained and this is done with meticulous 
care, in a logical step-by-step manner in the 
text accompanying the fine illustrations. The 
steps are designed to keep the surgeon from 
the dangers inherent in a given operation by 
warning him of them and preparing him to 
manage them. Although the main emphasis 
is on gynecologic operations — intestinal, 
ureteral, abdomino-perineal and similar 
problems are covered. A special section cov- 
ers radical surgery for malignancy. 
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By LANGDON PARSONS, M. D., Professor of Gynecology, Boston University 
School of Medicine; and HOWARD ULFELDER, M. D., Assistant Clinic 
Professor of Gynaecology, Harvard Medical School. 231 pages, 14” x 11”, 
plates. $18.00. 
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VOLUNTARY HEALTH INSURANCE 


Voluntary insurance against sickness has been sold to the American 
people as a practical means of protecting themselves from unexpected 
and perhaps overwhelming medical costs. The Texas Medical Associa- 
tion has long given full support to health insurance plans that provide 
good medical service to the individual and do not interfere with the 
relationship between the doctor and patient which is fundamental in 
good medical care. The voluntary approach is of most importance <o 
the insurer and insured alike in the preservation of these principles. 

A special committee of the Texas Medical Association recently was 
appointed to serve as a moderating council in matters of differences 
between the insurance carrier, insured, and physician, which usually 
are misunderstandings susceptible of solution. This committee also 
might be referred to as the medium for the promotion of good will 


between these three principals of our voluntary health insurance 
y 
program. 


Insurance carriers are not infrequently embarrassed by situations 
which could be avoided if a clear understanding was reached between 
the doctor and patient before medical service is rendered. In case the 
patient does not bring up the question of fees, it is good business and 
a good means to promote a favorable physician-patient relationship for 
the doctor to do so. If the patient thinks excessive a bill which has not 
been previously discussed and agreed upon, it should be explained to 
him and a satisfactory adjustment made if necessary. A patient should 
never be made to pay a bill he thinks too high without completely 
understanding it. Insurers, patients, and doctors—each group needs the 
good will of the others. The insurers and doctors want to help as many 
people as they can; this can be accomplished if the patient trusts the 
professional ability of the doctor and respects his financial arrange- 
ments. 


The progress of voluntary health insurance in the United States, 
as outlined by major insurance companies, is described as the most 
rapidly growing type of voluntary social insurance the world has ever 
seen. Fifty years ago 47 companies were writing insurance with 463,000 
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policies in force. Today approximately 800 insurers are writing accident, 
health, hospital, and medical expense insurance. More than 91 million 
people have hospitalization protection; 73 million persons have surgical 
expense coverage and 36 million are protected for medical expenses. 
An estimated one million persons are now covered for catastrophic 
illness. Last year about $1 billion was paid by voluntary health insur- 
ance plans for hospitalization, $500 million for surgical and doctor's 
bills, and another $500 million in benefit payments to replace income 
lost through sickness and injury. 

Imperfections in voluntary insurance plans at present are recognized 
but the sound principles upon which this system is built will approach 
perfection in time. Greater coverage no doubt will be found possible 
with further experience and perhaps will include some of the lengthy 
illnesses not now provided for. The remarkable strides made toward 
this goal are shown by the previously mentioned factual data, yet 
political effort to enact compulsory health insurance legislation has 
not ceased and is on the calendar for Congressional consideration when 
the next session begins in January, 1954. At the close of the Eighty- 
Second Congress there were fifty-six bills affecting social security and 
public assistance on which no conclusive action had been taken. All of 
these bills relate to compulsory health insurance in one way or another. 
They are not dead and are ready to be brought up again. Space will 
not permit their enumeration, but Association members are urged to 
watch for them as they arise and to evaluate their effect on the practice 
of medicine. 
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REPORT OF PUBLIC RELATIONS COMMITTEE: Plans for January 23 county society 
presidents and secretaries meeting well under way. Your committee has 
been fortunate in securing Dr. Frank E. Wilson, director, AMA Washington 
Office, as a speaker. Dr. Wilson will speak along general "Washington 
Roundup" lines. Specific program slant will stress factual reports 
(with questions and answers added) of actual functions of Texas Medical 
Association councils and committees. Should be helpful to incoming 
officers and committee chairmen on both county and state levels. 


January meeting marks third of its kind in present Association program, 
each progressively better attended. Plans now call for "hospitality 
service room" in downtown hotel as adjunct to regular meeting headquar- 
ters. Will serve as downtown contact and general information room. 
Could be well-added feature. 


Central office PR staff at work on presentation for General Practitioner 
of the year, Dr. C. M. Cash, which will be made at the interim session 
of the American Medical Association in St. Louis in December. Presenta- 
tion will include a factual report of Dr. Cash's long and distinguished 
career of professional and civic service to his community. 


Mailing pieces on services of Association's Memorial Library very suc- 
cessful—more than 200 requests received soon after mailing in late 
October. Members are urged to use Library's facilities. 


District 7 survey on possible doctor shortages in communities concerned 
progressing on schedule. Letters explaining plan and purpose of survey 
sent to all District 7 members of Texas Medical Association, including 
officers of county societies, prior to original contacts with community 
authorities. Letters were followed by brochure "Does Your Town Need a 
Doctor?" to mayors and/or chambers of commerce in area affected. 
Follow-up conferences will be held with communities requesting help to 
determine actual needs and methods of relieving any critical situations 
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discovered. Survey points out willingness of Association to take action 
where it proves needed and advisable. 


Requests for "Better Secretaries—Training Tips" lecture outlines are 
being received at central office—experiencing no delay in mailing. 


ON THE NATIONAL SCENE: A series of special public hearings on the cause 
and control of a number of diseases are being held by the House Inter- 
state and Foreign Commerce Committee in Washington. Representatives of 
the AMA have testified in several instances. Subjects being taken up 
include heart diseases, cancer, arthritis, rheumatism, muscular dys- 
trophy, mental conditions, poliomyelitis, multiple sclerosis, tuber- 
culosis, cerebral palsy, and blindness. Chairman Wolverton commented in 
the original announcement of the hearings: "It now seems appropriate to 
find out just where we are, where we are going, and what additional as- 
sistance through legislation or otherwise may be necessary to hasten the 
amelioration of these dreadful diseases." 


A highly interesting report has been issued by the Washington Office of 
the AMA summarizing the status of medical legislation at the adjournment 
of the first session of the Eighty-Third Congress of the United States. 
This report gives in tabular, easy-to-use form the final status of medi- 
cal legislation at the adjournment on August 3. In the absence of any 
Special session, unfinished legislative work should be taken up at the 
second session of the Eighty-Third Congress at its starting date January 


6. Those interested in securing this report should write central office 
in Austin. 


Accompanying this report, Dr. Frank E. Wilson, director, Washington 
Office of AMA, made this statement: "The success of the medical 
profession in the field of federal legislation is in large measure 
a tribute to those members of state and local medical societies who 
maintain close liaison with their members of Congress." 


FROM OVER THE STATE: Harris and Galveston County Medical Societies will 
be host to numbers two and three "Medical Students' Day" programs, De- 
cember 11 and 12. Program will follow generally along lines of Dallas 
meeting in September. Projected plans now call for presentation of fol- 
lowing subjects: "Your Practice and Public Opinion," "Legal Aspects of 
Your Practice," "You and the Medical Society," "The Business Side of 


Your Practice." Subject presentations will be followed by questions 
and answers session. 


Tarrant County Medical Society reports attendance running fine in recent 
public "medical forums" being held in Fort Worth. Further reports on 
programs will appear elsewhere in the Journal. 
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IT’S DUES PAYING TIME 


Annual dues for membership in the Texas 
Medical Association for 1954 are payable now 


and will be delinquent January 1. Although 
similar announcements are made each year, 
there consistently are Texas physicians who fail 
to have their dues in by the deadline and who 
therefore are not entitled to the benefits of their 
professional organization for the period of 
weeks or months before payment is made. 


For 1954, dues for regular members will be 
$50 and for intern and resident members, $4. 
Constitutional amendments now before the 
House of Delegates if adopted will eliminate 
dues for honorary, inactive, and military mem- 
bers, and the Executive Secretary has been in- 
structed to collect no dues for 1954 for physi- 
cians already elected to these types of member- 
ship. Such members must subscribe individ- 
ually at the usual rate of $3 per year to con- 
tinue receiving the TEXAS STATE JOURNAL OF 
MEDICINE, however. Emeritus members need 
pay no dues. 


Dues for the Texas Medical Association, 


. FRANKLIN W. YEAGER, Corpus Christi 
. R. B. G. COWPER, Big Spring . J. M. COLEMAN, Austin 
. JAMES H. WOOTEN, JR., Columbus 
. J. T. BILLUPS, Secy., Houston 
10 . L. C. HEARE, Port Arthur 


Austin, Texas, November, 


. C. E. WILLINGHAM, Toler 

. J. WILSON DAVID, Corsicana 

. R. G. BAKER, Chm., Fort Worth 
. MAYO TENERY, Waxahachie 

. H. O. PADGETT, Marshall 
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membership in which is obligatory for all 
county medical society members, should be paid 
to the county society secretary, who will for- 
ward them to the State Executive Secretary, to- 
gether with a list of the members whose dues 
are included and a list of honorary, inactive, 
and military members whose names are to be 
continued on the roster. 


Dues for the American Medical Association, 
payable at the same time as county and state 
dues, are $25 for 1954. Membership in the 
AMA is contingent upon payment of such dues 
except for (1) members who have reached 
their seventieth birthday prior to January 1 and 
have requested that they be excused from pay- 
ment; (2) members temporarily in the armed 
forces; (3) interns and residents who have been 
graduated five years or less; (4) members re- 
tired from active practice if they are fully or 
partially excused from payment of local and 
state dues; and (5) members on whom the 
payment of dues would work a financial hard- 
ship and for whom certification to this fact has 
been made by the county secretary and for 
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whom local dues are waived in part or in full. 
AMA dues should be paid to the county secre- 
tary and then forwarded, properly labeled, to 
the State Executive Secretary. 

It would be a fine Christmas present for 
oneself as well as for those responsible for col- 
lecting, recording, and acknowledging dues if 
they could all be in by the yule season. 


MENTAL HEALTH AND EMERGENCIES 


President Eisenhower has called a meeting 
of mayors and city managers of cities from 
throughout the United States to discuss matters 
relating to civil defense. The University of 
Texas Department of Sociology is undertaking 
a study of what happened and what is happen- 
ing in the tornado -stricken communities of 
Waco and San Angelo to see if patterns and 
principles helpful in future disasters can be 
evolved. Further evidence that civil defense or 
planning for emergencies is receiving earnest 
thought is the distribution recently of a booklet 
entitled “Mental Health Implications in Civil- 
ian Emergencies” by the United States Depart- 
ment of Health, Education, and Welfare. 

Much has been written and said about the 
necessity for stockpiling supplies, for keeping 
communication and transportation lines open, 
for building shelters to protect against atomic 
and chemical warfare, yet these physical ar- 
rangements, important as they are, will be use- 
less if great numbers of people respond in an 
emergency by emotional collapse or irrespon- 
sible behavior. The booklet mentioned, a re- 
port of a special subcommittee of the National 
Advisory Mental Health Council, poses the 
problem and suggests some avenues of approach 
to a solution. 

It is pointed out that the citizens of this 
country must become conditioned to the fact 
that the necessity for civil defense is likely to 
be with us for years to come because of the 
unrest between nations and their capacity for 
mass destruction. Planning for psychological 
aspects of citizens’ reactions in emergencies is 


of equal importance with planning for their 
physical welfare, for only through becoming 
emotionally and psychologically involved in 
studying the facts and making individual de- 
cisions as to their roles in a disaster will people 
develop the capacity to cope with whatever 
emergency arises—whether from war or nat- 
ural disaster. 


Basically, the report emphasizes, preparation 
to meet community emergencies by establishing 
a sense of security, confidence in self, willing- 
ness to adapt to change, and ability to control 
fear also will help a person to meet the devastat- 
ing experiences of death, betrayal of trust, de- 
struction of home, or Joss of a job which come 
on an individual basis. 


A community which attempts to practice 
good mental health in the conduct of its schools, 
churches, and other institutions, lessening big- 
otry and social tensions, improving the daily 
satisfactions of its residents, is in a better posi- 
tion to accept shock than a community which 
does not. In this connection, the report cites a 
statement by the Group for the Advancement 
of Psychiatry: 


Positive motivation is essential if the population is 
to be strong.... This motivation would be character- 
ized by strong belief in at least some segments of the 
principles generally believed to be best represented in 
our culture (such as reasonably equal opportunity, 
freedom of speech, and free choice of religion). A 
large personal stake in the preservation and develop- 
ment of these principles based on concern for friends, 
family, and self, and a deep conviction that the culture 
is fundamentally sound can lead to a readiness for 
considerable personal sacrifice in its defense. It is im- 
perative that we do all we can to support the elimina- 
tion of those evils and deficiencies in our culture 
which tend to decrease motivation; but, at the same 
time, we must encourage a realistic appreciation of 
the worthwhileness of what we have and of the great 
possibility for improvement in the future through 
expansion of individual opportunity, technicological 
progress, and further development of our natural re- 
sources. 


In addition to general efforts at creating 
good mental and emotional balance, however, 
specific planning for emergencies is important, 
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the booklet stresses. Panic will be minimized if 
people are well informed on what to expect, if 
they have confidence in their leaders and in 
emergency plans, and if they know what to do 
and have rehearsed their part in the plans. 
Some emotional disturbance can be expected, of 
course, but if psychiatric first aid can be given, 
the large majority of persons will calm down 
and carry on; lack of such help may result in 
some chronic emotional disturbance. 

Good preparation for emergencies, the report 
implies, will cut across racial, religious, eco- 
nomic, and professional groups to permit not 
only participation in but planning by the var- 
ious segments of the populace. Careful motiva- 
tion to assure the enlistment and perseverance 
of professional and volunteer workers without 
development of apathy is significant to the suc- 
cess or failure of an emergency plan. 

Insurance has been defined as protection 
against something you do not want or expect 
to happen. Most Americans believe in the in- 
surance principle. Properly considered, civil de- 
fense or emergency planning is insurance which 
pays off when disaster strikes. Fortunately, the 
premiums paid to develop the sort of mental 
and emotional health which will be called for 
in a communitywide or nationwide emergency 


also will bear interest payable in times of per- 
sonal emergency. 


SCIENTIFIC ARTICLES 


What is the typical case history of a scien- 


tific paper appearing in the TEXAS STATE 
JOURNAL OF MEDICINE? 


Any member of the Association (other per- 
sons, too) may submit a manuscript to the 
JOURNAL whether or not it has been presented 
orally at some meeting. Papers included on the 
program of the Association’s annual session au- 
tomatically become the property of the Asso- 
ciation for possible use in the JOURNAL, but 
they may be released for publication elsewhere 
upon request of the author and approval by 
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the Board of Publication or its authorized 
agents. Furthermore, annual session papers must 
be reviewed by a qualified editorial consultant 
and passed upon by an advisory committee be- 
fore being finally accepted for publication—the 
procedure also followed for papers submitted 
directly to the JOURNAL. 


The roster of editorial consultants who serve 
the JOURNAL includes competent physicians in 
every area of medical practice dispersed through- 
out the state. They read individual manuscripts 
for the JOURNAL as a courtesy and without per- 
sonal acclaim. Like the editorial advisory com- 
mittee, which (again without publicity) re- 
views all papers, weighing them against the 
general standards and policies of the publica- 
tion, considering them in the light of available 
material and space limitations, and accepting 
or rejecting them after all possible factors have 
been considered, these consultants have proved 
to be reasonable, objective, and conscientious. 
If after this double screening sufficient differ- 
ence of opinion persists or basic policy is in 
question, the problem is referred for decision to 
the Board of Publication (Board of Trustees) 
of the Association. 


It is the hope of the editorial staff and of the 
physicians who are assisting in the screening of 
scientific articles that the care used in selecting 
material for publication, plus detailed checking 
and editing by the staff and final proofreading 
by the author, is noticeable in the finished 
JOURNAL. A distinct effort is being made to 
provide for the many general practitioners and 
the somewhat fewer specialists who belong to 
the Texas Medical Association a series of scien- 
tific reports which are dependable and prac- 
tical, presented clearly and conveniently, and 
at the same time to offer an opportunity for 
essayists to publish material appropriately 
chosen and adequately prepared. 


The JOURNAL welcomes contributions from 
physicians and other scientists, and each manu- 
script is given careful consideration. 





CU RRENT. 
EDITORIAL COMMENT 


LAY DOMINATION OF 
MEDICINE 


There is a saying that history repeats itself: 
the truth of this with regard to the practice of 
medicine is obvious as one examines what has 
happened in the past thirty years. In history, 
the Hippocratic school of medicine was based 
upon sound scientific principles insofar as the 
knowledge of that day permitted. With the 
moral and intellectual disintegration of Greece 
and the headlong rush to abandon all knowl- 
edge and common sense which accompanied the 
decline of Rome, the way was opened for dom- 
ination by mysteries, superstitions, and the 
groundless theorizations of Galen. The parallel 
is not exact, since medicine lately is resisting 
successfully the effort to set up an analogue of 
Galenism and to destroy the things which have 
made medicine so great and successful. Dean 
Gatch of Indiana in 1935 wrote an all-too-brief 
address with an inspired title, “The Increasing 
Menace of the Lay Domination of Medicine.” 
This was received with the usual “it can’t hap- 
pen here” attitude, but his entire thesis has been 
proved many times over. 


Following the Machiavellian-Marxian pat- 
tern made familiar by Hitler and his successors, 
medical education was chosen for the first point 
of attack in the third decade of the twentieth 
century. Within fifteen years other spearheads 
of attack had been developed and were being 
openly pressed. Marxian and Marxoid ideolo- 
gists, politicians, lay educational theorists, cer- 
tain specially trained hospital administrators, 
collegiate nursing groups, social service organi- 
zations, unions, and other groups ancillary to 


This department of the JOURNAL presents editorial comments on 
current items pertaining to the science, art, and practice of medicine, 
contributed by members of the Texas Medical Association and scien- 
sists closely associated with the medical profession of Texas. Invitation 
4s hereby extended to any member of the Texas Medical Association to 
submit such discussions for this department. The discussion should 
not be more than 500 words in length. 


medicine, all were striving to damage the med- 
ical profession and the practice of medicine 
through gaining control of medical schools and 
hospitals. This domination was in the name of 
science and the “scientific approach’”—the se- 
mantic distortion of the meaning of “science” 
being exactly analogous to the Soviet distor- 
tion of the word “democracy.” 

All physicians are familiar no doubt with the 
fallacies of the theories underlying the advocacy 
of socialized medicine, chief among which are 
the total ignorance of human nature and the 
ignoring of mathematical economics. Probably 
not many know that such imbecilities as the 
following have been authoritatively advanced 
and published: 


1. That medical schools be divorced entirely 
from hospitals, since the students will gain far 
more knowledge from the study of case reports 
in the library than from the examination and 
care of sick people. 


2. That the objectives of the modern med- 
ical school are (a) research in the preclinical 
sciences; (b) education of the public (which 
has already led to a mass psychoneurosis of fear 
and to the practice of medicine by patient- 
demand—useless and even harmful treatment 
based upon the recommendation of ignorant lay 
writers in the public press); (c) preventive 
medicine and public health; and, last of all 
(d) medical diagnosis and therapy (with the 
expressed regret that unfortunately it is still 
necessary, and even more unfortunately it will 
be necessary for a long time in the future, to 
waste the time of the medical student in the 
diagnosis and treatment of disease). 


These efforts, exactly as in the fields of 
government, diplomacy, economics, and general 
education have been so successful that many 
years of hard work lie ahead before the dam- 
age which has been done to the ethics, to the 
fundamental principles, and to the reputation 
of medicine as the nonmercenary confidant and 
adviser of the people, can be repaired. In these 
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respects medicine is at its lowest ebb in more 
than a century. Fortunately, some awareness of 
this disaster has developed, and measures are 
being taken for its correction. The forces of 
politico-ideologic lay control of medicine have 
met with a terrific defeat in recent months. It 
now remains for medicine to follow up this 
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defeat to a decisive victory and to recognize 
and wipe out other spearheads in the battle for 
the lay control of medicine and the medical 
profession. 


WILLARD R. COOKE, M. D., 
Professor of Obstetrics and 
Gynecology, University of 
Texas Medical Branch, 
Galveston, Texas. 


ORIGINAL ARTICLES 


A FIVE YEAR STUDY OF TEXAS MATERNAL 
MORTALITY 


E. K. BLEWETT, M.D., 
Austin, 


Tue maternal mortality rate for the 
United States has been declining rather steadily since 
1933, the first year in which all states were in the 
birth and death registration area. The rate. for 1933 
was 6.2 per 1,000 live births; it has gradually dropped 
to 0.75 per 1,000 live births in 1951, a decrease of 
826 per cent. The present low national rate has been 
achieved by reduction in all, not just favored states. 
It has been the result of efforts in every section of the 
nation to reduce the number of maternal deaths from 
each cause. More than one-half of the states have 
maternal death rates below 1.0. Only six states had 
rates in 1950 of 1.5 or higher and only one had a 
rate of more than 2.0. These rates are based on data 
for all races. The rates for the white race only are 
lower, and states with the higher rates have racial 
compositions which make such rates understandable. 

Figure 1 compares Texas and United States ma- 
ternal death rates since 1933. In 1951 the-state death 
rate was 0.94 whereas the national death rate was 
0.75. 

Figure 2':* compares maternal mortality rates in 
the various regions of the United States. It illustrates 
that the present highest maternal mortality rates are 
in those southern states where the Negro race consti- 
tutes a large percentage of the population. 

Any maternal mortality study—that is, a review of 
maternal deaths either by death certificates or, better, 
by a survey carefully conducted by a maternal mor- 
tality committee—has shown that a large percentage 
of maternal deaths is caused by preventable factors; 
therefore, as long as these preventable factors con- 


Read at a meeting of the Texas Association of Obstetricians and 
Gynecologists, Fort Worth, February 13, 1953. 
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F.A.C.S., 


and G. F. LEGETT, M.D., 


Texas 


tinue to be present, every effort at public education 
and education of physicians should be made. In the 
1950-1951 Minnesota Maternal Mortality Survey 
Moe?® reported that the actual coded rate was 0.51 
per 1,000 live births and that 45 per cent of deaths 
were preventable, as judged by a committee of nine 
obstetricians presented with the available facts in 
each case. 


What accounts for the phenomenal reduction in the 
maternal mortality rate throughout the United States? 
The many factors include (1) general improvement 
in medical practice as a whole, increased use of con- 
sultation, progress in anesthesiology, more informa- 
tive roentgenographic studies, psychotherapy to re- 
lieve fear, close attention to statistics, and use of the 
obstetric conference; (2) the discovery and increased 
use of chemotherapeutic and antibiotic agents; (3) 
routine blood grouping and Rh typing together with 


NO. OF DEATHS 7 1,000 LIVE BIRTHS 
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FiG. 1. Graph comparing maternal mortality rates for the United 
States and Texas for 1933 to 1951, inclusive. 
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MATERNAL MORTALIT Y—Blewett & Legett—continued 


greater use of early and rapid blood replacement 
through blood banks and more readily available donor 
lists; (4) steady improvement in undergraduate, post- 
graduate, and refresher courses in obstetrics; (5) re- 
duction in the number of home deliveries, at least for 
the primigravida and multipara with complications, 
and improvement in medical care provided in home 
births; (6) the values derived from maternal mor- 
tality studies; (7) public education in the benefits to 
both mother and child from early and adequate pre- 
natal care. Services rendered by the maternal health 


programs of state and local health departments have 
greatly aided in this factor. 


The Texas State Department of Health, Maternal 
and Child Health Division, has played a prominent 
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Fic. 2. Graph comparing maternal mortality rates by regions in 
the United States for 1933, 1949, and 1950. Regions referred to in- 
clude the following states: New England: New Hampshire, Maine, 
Massachusetts, Vermont, Rhode Island. Middle Atlantic: New York, 
New Jersey, Pennsylvania. East North Central: Wisconsin, Michigan, 
Illinois, Indiana, Ohio. West North Central: Minnesota, Iowa, Mis- 
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Texas, Oklahoma, Arkansas, Louisiana. Mountain: Montana, Idaho, 
Utah, Wyoming, Colorado, New Mexico, Arizona, Nevada. Pacific: 
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part in the improvement shown in this state’s ma- 
ternal mortality record through the following means: 


1. Its formation of policies for the conduct of ac- 
ceptable hospital maternal divisions. 


2. Its authority to license such divisions and its ap- 
praisal of obstetric facilities and equipment. 


3. Its insistence upon maintenance of nursing stand- 
ards and procedures. 


4. Its activity in providing refresher courses in 
obstetrics for physicians. 


5. Its arranging for postgraduate training for nurses. 


6. Its aiding in the establishment of classes for 
prospective parents. 


7. Its establishment of prenatal clinics. In the pe- 
riod 1940-1942 there were thirty-six prenatal clinics 
with 8,599 patients admitted, whereas in 1950-1952 
there were fifty-five prenatal clinics with 47,602 pa- 
tients admitted (500 per cent increase). 


8. Its cooperation with and direct assistance to city- 
county health units. 


Unfortunately, any study of maternal deaths in 
Texas is limited to the information given on the death 
certificate. A study by Newberger’? in Illinois sum- 
marized the three year findings of a joint study by 
the Bureau of Maternal and Child Health of Illinois, 
Department of Public Health, and the Maternal Wel- 


TABLE 1.—Live Births and Maternal Deaths in Texas. 


7~Maternal Deaths—, 
Live Births No. Rate* 


197,023 309 1.56 
196,379 302 1.53 
202,094 229 2.13 
203,678 214 1.05 
217,470 206+ 94 


1,016,644 1,260 1.24 
*Per 1,000 live births. 
+By place of residence; others by place of occurrence. 


fare Commission of the Illinois State Medical Society. 
His study sharply focused attention on the limited 
value of deductions, statistical or scientific, when 
causes of maternal deaths are considered only on the 
basis of the death certificate. He found inaccuracies 
in certification of 45 (14 per cent) of the 321 cases 
studied. Ferguson,° in a survey of 47 consecutive ma- 
ternal deaths in a rural southern state, expressed the 
belief that consideration of death certificates is im- 
portant in that it furnishes an index of the physician’s 


TABLE 2.—Birth Rate Data for Texas. 


Estimated Total Live Birth Rate per 
Population Births 1,000 Population 


7,343,000 197,023 26.8 
7,578,000 196,379 25.9 
7,673,000 202,094 26.3 
7,740,000 203,678 26.3 
7,991,000 217,470 21.2 


understanding or misunderstanding of the causes of 
disease and his use of modern terminology. After 
study of his cases and reassignment of the cause of 
death as compared to the cause of death stated on the 
death certificate, Ferguson observed some tendency 
on the part of the physician not to recognize toxemia 
and hemorrhage as the true cause of the patient’s dif- 
ficulty. In several interviews physicians, in relating 
the terminal course, gave a different diagnosis from 
the one written on the death certificate. Other inves- 
tigators on maternal death studies also have empha- 
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MATERNAL MORTALITY—Blewett & Legett—continued 


sized that conclusions concerning the causes of ma- 
ternal deaths based solely on causes given on death 
certificates are not fully reliable because of (1) in- 
adequate clinical examination, (2) too limited med- 
ical information, (3) too personal interpretation of 
definitions or lack of acceptance of standard terminol- 
ogy, (4) deliberate alteration of the known facts, (5) 
failure of the coroner to make adequate investigation, 
and (6) omission of significant conditions. 





1947 1948 

Cause No. % No. % 
I oda ew aes mee 92 29.8 98 32.5 
a 51 16.5 61 20.2 
BOER. vo Sa sieuseeeean 36 11.7 32 10.6 
I cnc irn eisiwala saws 57 18.4 36 11.9 
Ectopic pregnancy 15 4.8 14 4.6 
Other diseases and accidents of 

IN Ss, 55:4 Sih sis aah 37 12.0 44 14.6 
RIE go inn wee we 21 6.8 17 5.6 

ME ci -5 ava ais eae a 309 100 302 100 





As Dippel® previously has shown, maternal mor- 
tality studies in Texas are handicapped by the absence 
on the official death certificate of a space for men- 
tion of recent or associated pregnancy, if there has 
been one. A plan should be formulated to overcome 
this deficiency, to gather more factual data, to assess 
factors of preventability and responsibility, and 
through such measures to effect a general betterment 
of maternal care. 
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Fic. 3. Graph showing the leading causes of 1,260 maternal deaths 
n Texas from 1947 to 1951, inclusive. 


PRESENT STUDY 


In our present study of maternal deaths in Texas 
from 1947 to 1951 (table 1), there were 1,016,644 
live births and 1,260 maternal deaths, with a maternal 
death rate of 1.24 per 1,000 live births. From table 1 
it may be seen that the Texas maternal mortality rate 
showed a steady decline from 1.56 per 1,000 live 
births in 1947 to 0.94 per 1,000 live births in 1951. 
it is gratifying to note that this drop in mortality rate 
‘ook place during a time when the number of births 
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TABLE 3.—Maternal Deaths in Texas, by Cause. 
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in Texas was the largest in its history, as is seen in 
table 2. 


Table 3 classifies the maternal deaths in Texas by 
cause for each year for the total of the five years 1947 
through 1951. Toxemia was the leading cause each 
year. Hemorrhage was second except in the fourth 
year, when it was third, abortion being second with 
21 per cent. Infection was third in the leading causes 
of death except in the third and fourth years. Figure 
3 demonstrates that for the five year period the fol- 
lowing four obstetric emergencies accounted for near- 


1949 1950 1951 Total 
No. % No. % No. % No. % 
71 31.0 70 8632.7 77 37.4 408 32.4 
38 16.6 30 14.0 37 18.0 217 17.2 
31 13.3 45 21.0 20 9.7 164 13.0 
22 9.6 8 3.8 30 14.6 153 12.2 
13 5.7 6 2.8 13 6.3 61 4.8 
23 10.0 19 8.9 29 14.0 152 12.1 
31 13.3 36 16.8 105 8.3 
229 100 214 100 206 100 1,260 100 












ly 75 per cent of maternal deaths: (1) toxemia, 32.4 
per cent, (2) hemorrhage, 17.2 per cent, (3) abor- 
tion, 13 per cent, and (4) infection, 12.2 per cent. 
Figure 4 compares the causes of maternal deaths in 
Texas for each of the five years studied. The greatest 
improvement which may be noted is in the reduction 
of deaths by infection. No noticeable reduction of 
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Fic. 4. Graph comparing the causes of maternal deaths in Texas 
from 1947 to 1951, inclusive. Deaths from all causes in the United 
States and Texas also are compared. 
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deaths from hemorrhage, abortion, and toxemia has 
been made. 


Contrary to the statistics of the country as a whole, 
Faison* observed hemorrhage to be the leading cause 
of maternal deaths in New York City. Gordon® be- 
lieved that the primary purpose of every maternal 
welfare program should be to insist that the most 
serious problem is hemorrhage and shock, and that 
nearly all deaths from these causes are preventable or 
at least contain clearly controllable factors. He noted 
that even in 146 deaths resulting from abortion oc- 
curring in Brooklyn from 1936 to 1948, 11 per cent 
were directly due to hemorrhage and shock. 
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Fic. 5. Graph comparing the maternal death rates for 1945 to 
1951, inclusive, in Texas’ five largest cities. 


Anesthesia is an important cause of maternal death 
but is rarely revealed as a primary cause from in- 
formation on the death certificate. In the New York 
City Maternal Welfare Committee study Faison‘ noted 
12 maternal deaths in 1948 and 8 maternal deaths in 
1949 caused by anesthesia. It is the general custom 
there, as it is in most parts of this country, for almost 
anyone (general practitioner, nurse, or junior intern ) 
to administer the anesthesia for an obstetric delivery. 
This is at variance with the practice of all hospitals 
in securing qualified anesthesiologists for general sur- 
gery. Hingson and Hellman® analyzed 330 maternal 
deaths resulting from anesthesia in the United States 
and great Britain and noted the causes of death to 
occur in the following order: (1) aspiration of the 
vomitus in the improperly prepared patient (155 
deaths), (2) overdose of spinal anesthesia (24 
deaths), (3) transfusion after obstetric hemorrhage 
under anesthesia by the “too little and too late” policy, 
(4) use of an agent or method not understood by the 
anesthetist, (5) administration of incompatible drugs, 


such as Pituitrin and cyclopropane, and intravenous 
administration of large doses of ergotrate and vaso- 
pressors. 


Figure 5 shows the maternal death rate for Texas’ 
five largest cities for the past seven years. The last 
three years can be viewed with considerable pride; 
however, these results should not lull physicians into 
a sense of security. Certainly the rate and causes of 
maternal deaths in Texas indicate and require that 
further improvement be made. Many lives now being 
lost can be saved. The estimated irreducible maternal 
death rate of 1 per 1,000 live births is too liberal and 
should be revised. In Texas during 1951, when 217,- 
470 children were born alive, 206 mothers were lost. 
As Dippel® has stated, “Without knowing the num- 
ber of motherless children left behind this represents 
a considerable economic loss. Obviously many of these 
deaths could and should have been prevented. With- 
out exhaustive analysis of each death, it is not possible 
to ascertain which were preventable and which were 
not.” A careful study of each case lost would be the 
best possible way of determining how, if possible, to 
reduce the maternal mortality rate. The lessons from 
such a study should be used for educational purposes, 
the identity of the patients and physicians concerned 
being kept anonymous, of course. 

Maternal mortality committees established in nu- 
merous states and cities throughout the nation have 
been a tremendous factor in preventing maternal 
deaths and in producing phenomenally low maternal 
mortality rates. After the establishment in 1948 of 
such a committee in downstate Illinois, the following 
evidences of improvement were noted by Newber- 
ger!? by a comparison of figures of 1948 and 1950: 
(1) maternal mortality per 1,000 live births decreased 
from 0.87 to 0.61, (2) autopsies increased from 29.1 
to 45.5 per cent, (3) the incidence of errors in certi- 
fying cause of death decreased from 23.6 to 6.2 per 
cent, (4) the percentage of cases with adequate ante- 
partum care increased from 10.1 to 25.8 per cent, (5) 
the proportion of records considered excellent accord- 
ing to standards of the American College of Surgeons 
increased from 16.5 to 34.8 per cent. 

Dippel’s review in 1950* showed the following in- 
fluences which the Harris County (Texas) Maternal 
Mortality Committee study had in reducing maternal 
mortality rates: (1) better organization of maternity 
staffs in hospitals; (2) increased use of obstetric con- 
sultation; (3) establishment of minimum standards 
for routine obstetric care; (4) establishment of a 
yearly comparison of cesarean section statistics for 
Houston hospitals, thus placing the hospitals on a 
competitive basis; and (5) institution of corrective 
measures in responsible hospitals where anesthesia 
was being administered poorly. 
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Guess," in a study of maternal deaths in South 
Carolina, observed the chief problem to be with Negro 
mothers; the Negro maternal mortality was 4 times 
that of the white. Negro deaths from toxemia num- 
bered 4 times those of the white, and Negro deaths 
from hemorrhage 2.5 times those of the white. Faison* 
in New York City during 1948 and 1949 also ob- 
served that the maternal death rate of nonwhite 
patients was 3 times as high as that for white pa- 
tients. This was particularly evident in deaths from 
toxemia, since in 1948, 50 per cent of the non- 
white maternal deaths were due to this cause. In 
connection with his study, an attempt was made to 
determine the quality of antepartum care given pa- 
tients who died of toxemia in 1948. It was concluded 
on the basis of available information that the majority 
of these patients received inadequate prenatal care. 
Dippel’s® statistical analysis in Harris County showed 
that the most serious kind of obstetric problem has to 
do with the Negro race, and that this is a nationwide 
problem. He stated, “In Houston, Negroes account for 
only approximately 20 per cent of the total births, yet 
more than 40 per cent of the maternal deaths occur 
in Negroes. This problem has attracted comparatively 
little national attention although all available figures 
indicate that in all parts of the United States the ma- 
ternal mortality rate is from two to two and one-half 
times as high in the Negro as in the white race. There 
has been a fall in the maternal mortality rate for 
Negroes, but it is lagging about ten years behind the 
maternal mortality rate for whites. Some of the rea- 
sons for this differential are within our control.” 


Figure 6 demonstrates maternal mortality rates by 
race in Texas. From this graph it may be noted that 
the Negro death rate in 1951 was 4 times that of the 
white race. Negroes accounted for only 13 per cent of 
total live births of that year but for 30 per cent of 
total maternal deaths. The Latin-American death rate 
in 1951 was 2.5 times that of other members of the 
white race. Latin-Americans accounted for only 22 
per cent of total live births, but 33 per cent of total 
maternal deaths. Thus in Texas a high Negro ma- 
ternal death rate, as noted in other southern states, 
and also an almost equally grave Latin-American ma- 
ternal death rate problems exist. If only the death rate 
of white mothers exclusive of Latin-Americans was 
considered, Texas would be listed with other states 
having low favorable rates. 


After Ferguson’s® study of maternal deaths in the 
rural South, he stated that the needs of a state ma- 
ternal health program in the southern states are these: 
(1) more and better prenatal care, (2) more blood 
transfusion facilities, (3) greater hospital facilities, 
and (4) postgraduate medical education of physicians. 
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A lack of physicians, ignorance, and poverty are the 
main reasons responsible for inadequate prenatal care. 
A large part of the blame for this lack should be 
leveled at ignorance on the part of the people; they 
often do not realize the necessity for medical care 
throughout pregnancy. An extensive health education 
program is needed to combat this factor. Other fac- 
tors observed to contribute to inadequate prenatal 
care are the frequent long distances from the patient's 


RATE 
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Fic. 6. Graph showing maternal mortality rates by race in Texas 
for 1947 to 1951, inclusive. 


home to a physician and full time health department; 
lack of transportation and unfavorable roads are re- 
lated factors. Despite the fact that there is an in- 
creased use of hospitals for childbirth in the South, 
Ferguson believed that a number of patients in his 
study could have been saved by care in a hospital. 
Lack of hospital facilities was a contributing cause of 
death in 9 patients in whom hemorrhage was a sec- 
ondary cause of death. Ferguson believed there were 
other cases in which a more favorable outcome might 
have been possible had hospital care been received 
earlier. Many of the maternity patients in his study 
did not appear to have received blood frequently 
enough or in quantities they needed. The condition of 
many patients with toxemia and infection certainly 
would have been improved by transfusions of whole 
blood. It also was evident that more training in mod- 
ern methods of obstetric management would be bene- 
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ficial for many physicians in the rural Southern areas. 
Postgraduate courses might be instituted; however, 
Ferguson learned by interview that the physicians in- 
volved probably would not attend such courses be- 
cause of (1) lack of interest, (2) prohibitive cost, 
and (3) fear of loss of communication with patients. 


A more promising solution than postgraduate courses 
would be an everyday type of training in hospitals 
with a good grade of medical care. This could be 
achieved by the use of temporarily assigned residents 
from the larger teaching hospitals and by visits of 
consultants from medical centers. Encouraging reports 
of extensive programs of this kind have come from 
Michigan, New York, and Virginia. 

Guess* stated: “Even where superficial examination 
and report seems to relieve the doctor from responsi- 
bility for most of the 134 maternal deaths in South 
Carolina in 1948, many of the women would be alive 
today had he used the same insistence to enforce ade- 
quate treatment as he does to bring about the opera- 
tive removal of an acutely inflamed appendix, or to 
enforce medical treatment for the case of pneumonia. 
Many of these women would be alive, had the pro- 
cedure for the hospitalization of charity emergency 
cases been less complex.” 


SUMMARY 


The United States’ maternal mortality rate has been 
reduced from 6.2 per 1,000 live births in 1933 to 0.75 
per 1,000 live births in 1951. The reasons for this 
phenomenal reduction are enumerated. A study of 
rates in the various regions of the nation demonstrates 
that the highest rates are in those southern states 
where the Negro race constitutes a large percentage 
of the population. ; 

The reasons why statistical or scientific deductions 
are of limited value when the causes of maternal 
death are considered solely on the basis of the death 
certificate are given. 

A review of the 1,260 maternal deaths in Texas 
during the five year period 1947 through 1951 is pre- 
sented. Reduction in the maternal mortality rate from 
1.56 per 1,000 live births in 1947 to 0.94 per 1,000 
live births in 1951 is gratifying. The four leading 
causes of maternal deaths were toxemia, 32.4 per cent; 
hemorrhage, 17.2 per cent; abortion, 13.0 per cent; 
and infection, 12.2 per cent. The greatest improve- 
ment noted was in the reduction of deaths caused by 
infection. No noticeable improvement was made in 
the reduction of deaths from hemorrhage, abortion, 
and toxemia. 

The Negro maternal death rate in Texas in 1951 
was 4 times that of the white rate; also the Latin- 
American maternal death rate was 2.5 times that of 


the death rate among white women other than Latin- 
Americans. The major problem in reducing maternal 
mortality in Texas clearly lies in better control of ma- 
ternal deaths in these two groups. 

Influences responsible for reducing maternal mor- 
tality following studies and recommendations made 


by various maternal mortality committees are re- 
viewed. 


Maternal deaths in Texas represent a considerable 
economic loss. Many of these deaths undoubtedly 
could and should be prevented. The death of the 
mother dislocates the family group and is an im- 
portant factor contributing to juvenile delinquency. 
Thus, the saving of maternal lives is of paramount 
importance, not only materially but socially and spir- 
itually as well. A careful study of each death would 
be the best possible way of determining how, if pos- 
sible, to reduce the maternal mortality rate. Lessons 
from such a study should be used anonymously for 
educational purposes. 

It is suggested that the Texas Association of Ob- 
stetricians and Gynecologists appoint a committee to 
formulate a workable plan for a maternal mortality 
committee to be activated by the Texas Medical Asso- 
ciation, and that a resolution for adoption of such a 
plan be presented to the House of Delegates at the 
1954 Texas Medical Association meeting. 


The authors wish to acknowledge their indebtedness to 
the Division of Child and Maternal Health and the Bureau 
of Vital Statistics of the Texas State Department of Health 
for invaluable assistance in preparation of the statistics of 
this paper. 
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ABSTRACT OF DISCUSSION 


Dr. A. Louis DIPPEL, Houston: Dr. Blewett and Dr. 
Legett should be praised for their efforts in presenting be- 
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fore the Texas Association of Obstetricians and Gynecologists 
some of the problems dealing with unnecessary loss of lives 
of mothers in Texas. Their suggestion of activation of an 
effective maternal mortality committee for Texas is of par- 
ticular interest. 

It is perhaps safe to say that all members of a group of 
this kind are fully aware of the benefits to be derived from 
study and exhaustive analysis of deaths associated with preg- 
nancy, labor, delivery, and the puerperium. The educational 
value has both immediate and remote or prolonged effects. 
If this were not true, teaching services would not continue 
routinely and hypercritically to analyze each maternal death 
occurring on their wards. Furthermore, most maternal mor- 
tality studies are conducted in the larger cities, few in the 
suburban and rural areas; this is as true in Texas as in other 
states of the union. The number of statewide maternal mor- 
tality studies has been extremely small. 

Maternal mortality studies are excellent means of effecting 
self-improvement, for what better methods could be used to 
determine wherein physicians have failed to attain the re- 
quired goal in the care of the pregnant or lying-in patient, 
and what better means is there of being put on guard when 
similar circumstances arise with subsequent patients? This 
method of self-analysis and self-improvement has been used 
more in obstetrics than in any other branch of medicine. In- 
deed, there are many fields in clinical medicine which con- 
tinue to bury and forget their disasters and errors. Ob- 
stetricians should pride themselves on being medical leaders 
in this respect. Moreover, they should push on to ae 
heights. 

One way to forge ahead in this area would be to organize 
and foster the proposed statewide maternal mortality com- 
mittee. Having once had an important role in the operation 
of such a study (Minnesota), I do not think it presumptive 
to indicate some of the difficulties which must be overcome 
if such an extensive study is to become an effective power. 
In the first place, the problem of getting together all com- 
mittee members for the review ofeach case study would be 
more difficult than in any other state. There is also the 
problem of assembling the data, for they must be collected 
by a disinterested physician. No summary written by any 
attendant of a case ending in death is worth the price of 


DOCTORS REPORT ON BRODIE TWIN 


In the first official report on the separation of Rodney 
Dee Brodie from his Siamese twin, Roger Lee, to whom he 
was connected at the top of the head, four Chicago physi- 
cians state that Rodney Dee probably will be able “to grow 
and develop as a happy, effective human being” despite his 
handicap. The twin celebrated his second birthday Septem- 


ber 16, at which time he weighed 24 pounds and was 34 
inches in height. 


The report was made in the September 19 Journal of the 
American Medical Association by Drs. Herbert J. Grossman, 
Oscar Sugar, Paul W. Greeley, and Max S. Sadove. 


Final separation of the Siamese twins, which took more 
than twelve hours and during which time the children went 
into shock, was accomplished on December 17 after numer- 
ous preoperative tests to determine the feasibility of separa- 
tion. Roger Lee, who never regained consciousness follow- 
ing the operation, died January 20. 

“There is still no solid protection for the brain, and the 
solution of this problem is now under active consideration. 
We are reluctant to use any foreign material over such a 
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the paper used to record it,.for physicians, like all other 
human beings, abhor criticising their own actions. It there- 
fore would be necessary to have investigators at strategic 
points in the state so that they could reach with little delay 
and with comparatively short distances to travel, the area in 
which the maternal death occurred. 


A second point has to do with the time required to sum- 
marize and analyze each case study even after exhaustive 
data have been assembled by an investigator; this is assum- 
ing that the study is to be a critical analysis by a disinter- 
ested physician. and not an attempted whitewash. No one 
physician could undertake this task unless he were on a full- 
time basis of employment with a full-time secretary, and 
even then both would be overworked. This statement should 
give some idea of the major cost of operating such a study. 
It should, of course, be possible to procure an adequate num- 
ber of physicians who are wholeheartedly interested in the 
problem to donate a proportionate part of their working 
hours and of those of their secretaries to such a worthy 
cause. 


The final suggestion relative to such a thorough analysis 
has to do with exploiting its educational value. The physi- 
cian who signs the death certificate must be supplied with 
an abbreviated analysis and summary of the case with sug- 
gestions which would appear to be helpful in the care and 
handling of similar future cases; otherwise the case study 
has educational value for only those who studied it. There 
also should be a statistical analysis of maternal deaths with 
presentation to the suitable state medical society or societies, 
as well as to local groups, and publication of analyses in 
journals readily accessible to physicians specializing in ob- 
stetrics or including it in their practices. Such a study would 
discover the more frequent causes of preventable maternal 
deaths and thus point the way ‘to preparation of specific 
analyses of these causes of death, with suggestions on how 
to avoid them in the future. Actually, many other methods 
to use the educational value of such a study would pean 
themselves as the analyses progressed. 

Certainly it is appropriate that the Texas Association al 
Obstetricians and Gynecologists should encourage the insti- 
tution, if not actually the operation, of a statewide maternal 
mortality study. However, its responsibilities should be 
shouldered or at least shared by the Texas Medical Associa- 
tion and the State Department of Health. 


large surface of dura mater and under skin flaps, because of 
the hazards accompanying buried foreign bodies. Autogenous 
bone grafts appear to offer the best replacement for the cal- 
varium that never developed, but the extensiveness of the 
defect makes accomplishment of closure by this means diffi- 
cult,” the article states. 


Proctologic Research Fellowship 


A one year proctologic research fellowship in the amount 
of $1,200 has been established by the International Academy 
of Proctology and awarded to the Jersey City Medical 
Center, New Jersey, to be administered under the direction 
of Dr. Earl J. Halligan, surgical director of the center and 
past president of the academy. A similar grant is to be 
awarded at the group’s next annual meeting. 


The Federal Civil Defense Administration’s public book- 
let, “Survival Under Atomic Attack” holds a record of more 
copies sold in the first year of publication than’ any othet 
govérnment pamphlet. Over 20,000,000 copies were re- 
printed and distributed in the first year, as part of the great- 
est mass education program ever undertaken in this country. 





RUPTURE OF THE UTERUS 


THOMAS G. GREADY, JR, M.D. Houston, 


Rupture of the pregnant uterus 
carries probably the highest maternal mortality rate 
of any obstetric complication. Untreated, its mortality 
approaches 100 per cent. In combined series of treat- 
ed cases the average rate still varies from 42 to 53 
per cent. Fetal mortality is obviously much higher. 


That most of these deaths are preventable cannot be 
denied. 


MATERIAL 


This study includes all cases of ruptured uteri oc- 
curring in Jefferson Davis Hospital from 1939 to 
1952, a period of fourteen years. During that time 
there were 32,021 consecutive deliveries with 17 cases 
of uterine rupture. Four of these ruptures were the 
result of criminal abortions and were really perfora- 
tions, whereas a fifth was a ruptured cornual preg- 
nancy. Excluding these 5, there were 12 ruptures in 
which the pregnancy had advanced to the stage of 
viability, for an incidence of 1 in 2,668 deliveries. 


Four uterine ruptures occurred in patients who had 
had a previous section. During this period there were 
452 cesarean sections. Charts on these 452 patients 
were not reviewed, but in similar hospitals about 40 
per cent of total cesarean sections are performed with 
previous section as the indication. Using this figure, 
the incidence of ruptures during the course of cesarean 
section after a previous section in my series would be 
2.2 per cent. 


In the entire series there were 7 maternal deaths; 
however, 3 of these were in the group having either 
abortion or cornual pregnancy. Of the 12 cases in 
which the fetus progressed to the stage of viability, 
there were only 3 deaths of the mother, or 25 per 
cent. The 3 deaths are summarized as follows: 


1. Rupture following injudicious use of Pitocin. 
Not recognized for two days. 


2. Previous cesarean section. Rapid shock. Patient 
died before surgery could be performed. 


3. Not recognized until autopsy. Much suprapubic 
pressure exerted to accomplish delivery. Patient died 
nine hours later. 

Of the 12 infants 7 were stillborn; 1 was in poor 
condition and died later, and 4 survived. This fetal 
mortality of 67 per cent is better than the 83 per 
cent average reported for large combined series. 

Average hospital stay for mothers who survived 
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was 16.9 days. The shortest was 8 days and the longest 
30 days. 

As would be expected, rupture occurred more often 
in the grand multipara. The average parity in this 
group was 6.7. There were no primiparas. Two pa- 
tients were gravida 12, one 11, one 10, one 9, and 
one 8. Seven patients were older than 30 years and 
five were younger. 


DIAGNOSIS 

Timely diagnosis demands that one be familiar not 
only with the classic signs of uterine rupture but also 
with the less common signs of premonitory or occult 
rupture. 

Classic signs, which any medical student should not 
overlook, are as follows: (1) sudden onset of a “tear- 
ing” pain followed by (2) cessation of labor; (3) 
maternal shock; (4) absence of fetal heart sounds; 
(5) marked alteration in the contour of the abdomen, 
usually with a smaller mass palpable in one of the 
lower quadrants, which represents the contracted 
uterus, and a larger fetal mass extending into the 
upper abdomen; and (6) fetal parts palpable shock- 
ingly close to the examining fingers. 

Other signs with which one should be familiar and 
which may indicate early rupture are as follows: 

1. Extreme tenderness of the uterus. 

2. Unusual tenderness over a previous cesarean 
section scar, with or without vaginal bleeding. 

3. Failure of the head to descend in spite of pre- 
vious hard contractions, particularly in a grand mulkti- 
para. 

4. A suprapubic mass which remains after cathe- 
terization. This may represent the membranes bulging 
through a separated cesarean scar. 

5. Bladder tenesmus and suprapubic pain which 
may be present when rupture has occurred beneath 
the bladder in a previous low cervical cesarean scar. 

6. Unexplained postpartum or intrapartum hemor- 
rhage. 

7. An unexplainable increase in pulse rate (pre- 
cedes shock). 

8. Spontaneous version of fetus or change in pre- 
sentation. 

More apparent errors in judgment and lessons in 
obstetrics can be gained from a review of cases of 
ruptured uteri than from any other complication. The 
extreme gravity of the situation, along with the ob- 
stetric emergency created, focuses attention on these 
problems even though they are relatively infrequent. 
Since uterine rupture occurs so rarely (in this series 


TEXAS State Journal of Medicine 





RUPTURE OF UTERUS—Gready—continued 


1:2,668) the average doctor may never see a Case 
in his practice, so that its possibility may never occur 
to him. This lack of experience leads to dangerous 
delay in diagnosis and treatment. 


Delay in diagnosis and treatment was responsible 
for many of the deaths in this series. The average 
time elapsing between the onset of symptoms of rup- 
ture and the beginning of surgery was nine and one- 
half hours. In one instance the diagnosis was not made 
until autopsy. 


Obviously, some of this delay could be assigned as 
the patient’s responsibility. An example was the case 
of a patient with previous cesarean section who had 
had symptoms of uterine rupture while washing 
clothes but who was not admitted to the hospital un- 
til the following day. 


Much of the difficulty, however, stems from failure 
of the physician to recognize early the cardinal signs 
and symptoms. As in ectopic pregnancy, to make an 
early diagnosis the possibility of uterine rupture must 
be kept constantly in mind. Once the diagnosis is 
made, massive transfusion and immediate surgery are 
mandatory. 


CRITICISM OF CASES 


By a review of mistakes one often can learn more 
than from any other form of teaching. The following 
cases contain much valuable information: 


CASE 1.—A grand multipara, gravida 12, although not in 
labor and only 2 cm. dilated, was given saddle block anes- 
thesia and Pitocin intravenously. Later she was subjected to 
version and extraction because of a compound presentation. 
The uterus ruptured and the baby was stillborn. Subtotal 
hysterectomy was performed. 

Comment: The procedure of giving saddle block 
anesthesia to a patient not in labor and then starting 
induction with Pitocin should be condemned in any 
type of patient, and particularly in the grand multi- 
para. The dangers in management of the grand multi- 
para cannot be overemphasized. She has a definite 
predisposition to uterine rupture, especially if there 
has been instrumentation or marked difficulty in a 
previous labor. Old cervical tears, previous curettage 
for postpartum bleeding or retained placental tissue, 
manual removal of the placenta—all produce exces- 
sive myometrial scarring and fibrosis. Some postpar- 
tum hemorrhages are the result of incomplete rup- 
tures of the uterus. It is undoubtedly true that many 
spontaneous ruptures in the grand multipara are the 


result of a previously unrecognized incomplete rup- 
ture. 


Injudicious use of pituitary extract is a common 
cause of uterine rupture. The drug is absolutely con- 
traindicated in the grand multipara. 
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One minim of Pitocin can cause rupture of the 
uterus, yet in carefully selected cases there is ample 
evidence to show that this drug can be given safely 
when used intelligently and when its contraindica- 
tions are kept in mind. It should never be given if 
there is cephalopelvic disproportion or transverse pre- 
sentation. The initial dose of the drug should not ex- 
ceed .5 minim. Probably the safest method of admin- 
istration is by intravenous injection. Using 3 minims 
of Pitocin in 500 cc. of 5 per cent dextrose in water, 
the drug can be given at the rate of 20 to 30 drops a 
minute in an effective, almost infinitesmal dose; yet, 
its action can be stopped promptly. 

CASE 2.—A grand multipara, gravida 12, with 10 living 
children had normal labors previously. The diagonal con- 
jugate diameter was 11 cm. The patient was in hard labor 
for twenty-two hours without descent of the head even after 
rupture of the membranes and complete dilation of the 
cervix. She went into shock, and when the fetal heart sounds 
disappeared, a tentative diagnosis of abruptio placentae was 
made. The mother survived after cesarean section and sub- 


total hysterectomy, and the baby was stillborn. The baby’s 
weight was not recorded. 


Comment: Several lessons are obvious. The poten- 
tial risk of the grand multipara is again emphasized. 
Just because a patient has delivered eleven times be- 
fore with or without difficulty is no indication that 
the outcome will be the same in the present preg- 


nancy. Actually, statistics show that such a patient 
should be regarded with much apprehension rather 
than with a feeling of security. Failure of engage- 
ment in the multipara after twenty-two hours of labor 
and complete dilation with a diagonal conjugate di- 
ameter of 11 cm. also should have warned the ac- 
coucheur that something was amiss. Infants of exces- 
sive size are also more common in the multipara. 
Cesarean section should not be delayed until rupture 
and shock have occurred. 

CASE 3.—Another grand multipara, gravida 10, was ad- 
mitted with the membranes bulging but with the head at 
the inlet. She was immediately given a saddle block and 
prepared for delivery. At 8 cm. dilation she experienced a 
sudden sharp pain associated with bright red vaginal bleed- 
ing and a change in contour of the abdomen. Immediate 


cesarean hysterectomy was performed with delivery of an 
8 pound 7 ounce stillborn infant. 


Comment: The most likely cause of this rupture 
was damage and scarring of the uterus in antecedent 
pregnancies. The possibility of an incomplete rupture 
with a previous delivery must be considered in any 
multipara. Administration of saddle block anesthesia 
with the head above the inlet is not wise obstetric 
practice; by relief of pain it may mask early signs of 
rupture. 

CASE 4.—In a grand multipara, gravida 9, the uterus rup- 
tured spontaneously during labor or delivery. Rupture was 
discovered during manual removal of the placenta for exces- 


sive bleeding. The uterus was packed, laparotomy performed, 
and the rent in the uterus closed by suturing. 
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Comment: The uterus should be explored in pa- 
tients having postpartum hemorrhage, especially in 
cases in which there has been instrumentation, intra- 
uterine manipulation, or difficulty with shoulder de- 
livery. 

CASE 5.—A gravida 4 in hard labor for twenty-four hours 
was given three doses of Pituitrin, the amount not men- 
tioned. She suddenly developed a pulse of 188 with some 
pain in the abdomen and a slight pain in the chest. The 
medical consultant thought the patient had a pulmonary 
embolus; therefore, surgery was not performed for another 
twenty-four hours and the patient died on the table. At 


autopsy a ruptured uterus with hemorrhage and early peri- 
tonitis was found. 


Comment: Diagnosis is not always obvious to the 
physician who does deliveries only occasionally and 
less so to the internist. The significance of shock dur- 
ing labor cannot be overemphasized. When it is pres- 
ent, with or without external bleeding, rupture of the 
uterus should be considered first. When associated 
with loss of fetal heart sounds, cessation of uterine 
contractions, and change in polarity or presentation of 
the fetus, it is pathognomonic of uterine rupture. 

Shock is no contraindication to immediate surgery. 
If the high mortality attending this complication is to 
be reduced, one cannot procrastinate. Intra-abdominal 
hemorrhage is often massive, as much as 4,000 cc. be- 
ing present. Adequate and timely blood transfusion is 
of the greatest importance. To give 500 cc. of blood 
and wait for the patient’s condition to improve be- 
fore beginning surgery is foolhardy. The blood usual- 
ly runs out into the abdomen faster than it is being 
replaced so that irreversible shock may occur, with 
death resulting no matter how much blood is given. 
At least 1,000 cc. of blood must often be given im- 
mediately, and as much more as is necessary should be 
available. Adequate amounts of group O, Rh nega- 
tive blood should be present on every delivery room 
floor for such emergencies. With an 18 gauge needle 
and a blood pressure pump, 500 cc. of blood can be 
administered in less than ten minutes, and during that 
time the abdomen can be opened and bleeding con- 
trolled. Once the larger blood vessels to the uterus are 
clamped, the patient will respond rapidly unless ir- 
reversible shock has occurred. 


CASE 6.—A gravida 4 was in hard labor for more than 
twenty-four hours. Presentation was thought to be breech. 
After prolonged labor the patient began to perspire pro- 
fusely, and the pulse became rapid, weak, and thready. She 
had been having constant uterine contractions. Vaginal ex- 
amination revealed a face presentation with a tear in the 
cervix and vagina through which a hand could be felt. 
Cesarean section with subtotal hysterectomy was performed, 
probably about ten hours after the first signs of rupture. The 
mother survived. The baby was born alive but died later. 


Comment: The incidence of rupture is much higher 
in abnormal presentations. Early recognition of the 
type of presentation is extremely important. If there 
is any question, one should not rely on rectal examina- 
tion. 

CASE 7.—Strenuous suprapubic pressure for impacted 
shoulders ruptured the uterus of another grand multipara, 
gravida 11. This rupture was not recognized, nor was the 
uterus explored despite antepartum and postpartum bleed- 
ing. The patient died nine hours after delivery. The diag- 
nosis was made at autopsy; the abdomen was full of blood. 

Comment: This is not the first case in which the 
uterus has been ruptured by one or more 200 pounders 
pushing on the patient’s abdomen. Familiarity with 
the various methods of delivering impacted shoulders 
would have prevented many of these mishaps. 


CASE 8.—For a gravida 4 version and extraction were 
attempted in the home for one hour under analgesic type of 
anesthesia, with moderate bleeding resulting. The patient 
finally was brought to the hospital, where the baby was 
found to be still in cephalic presentation with an arm pro- 
lapsed. The arm was replaced and delivery accomplished by 
high forceps. The uterus was explored and an incomplete 
rupture, not extending into the peritoneal cavity, was dis- 
covered. The cervical tear was repaired but it was not pos- 
sible to expose the defect in the lower segment; therefore, 
the birth canal was packed tightly. The mother and baby 
survived. A tubal sterilization was done on the eighteenth 
postpartum day. 


Comment: Internal version is given as the most 
frequent cause of rupture of the uterus. If version 
must be performed through an incompletely dilated 
cervix, it need not necessarily be followed by imme- 
diate extraction. Once the polarity has been corrected, 
particularly in transverse presentations, one may await 
complete dilation to effect delivery; losing sight of 
this fact has resulted in many damaged uteri. Version 
is contraindicated in transverse presentations after 
many hours of labor with the fetus impacted in the 
pelvis. In these cases the lower segment is tissue-paper 
thin, and some type of cesarean section would be 
much safer. To attempt version under analgesia, light 
gas, or spinal anesthesia is almost criminal. None of 
these methods give sufficient uterine relaxation. If 
rupture of the uterus during version is to be mini- 
mized, deep ether anesthesia is essential. When the 
uterus is not removed, tubal sterilization should be 
performed on the grand multipara with complete or 
incomplete rupture. 

CASE 9.—A gravida 2, two months from term, had had a 
previous low cervical cesarean section for eclampsia. The pa- 
tient had pains at home for two hours which ceased suddenly 
and she went into profound shock. She was seen at home 
by a visiting nurse who thought the suprapubic bulge rep- 
resented a full bladder, but no urine could be obtained on 
catheterization. The patient was admitted to the hospital four 
hours later. No blood was given but she did receive 400 cc. 
of 10 per cent glucose. She died four hours after admission 


still unoperated upon. Autopsy revealed rupture of the old 
incision with placenta implanted over the scar. 
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Comment: Better instruction of the patient, who 
had had a cesarean section, as to the dangers in subse- 
quent pregnancy probably could have saved her life. 
Certainly four hours’ delay after admission to the hos- 
pital with no blood transfusion and no surgery is 
difficult to understand. 


The signs and symptoms of rupture of cesarean sec- 
tion scars may vary greatly and as a rule are not as 
classic as is the usual picture of rupture. Early symp- 
toms may be masked since the scar is in an avascular 
area. If the placenta is implanted over the scar, the 
picture is more catastrophic and the outlook more 
unfavorable. 


Tenderness and rebound tenderness over the old 
scar, with or without vaginal bleeding, is a sign of im- 
pending or actual rupture. In another case the bulging 
membranes could be felt like a full bladder over the 
scar. This patient had a happier outcome, however, 
than the one in which the placenta was mistaken for 
a full bladder. 

Statistically, rupture of a scar of the lower segment 
does not occur as frequently as does rupture in the 
upper active segment. Likewise, statistics seem to 
show that rupture is less common with the transverse 
scar in the lower segment than with the longitudinal 
one. 

The incidence of rupture of cesarean section scars 
in this clinic was about 2.2 per cent. In preventing 
these ruptures, it is usually advisable to do another 
cesarean section if the same indication for which the 
first section was performed is present. In the patient, 
seen occasionally, who has had normal vaginal deliv- 
eries and a subsequent cesarean section for a non- 
recurring complication such as placenta previa, it may 
be safe to allow vaginal delivery provided there has 
been no infection during the previous puerperium. 


SUMMARY AND CONCLUSIONS 


Signs and symptoms of early diagnosis and the 
treatment of rupture of the uterus are discussed and 
their importance emphasized. 

The importance of shock in the obstetric patient is 
of great significance and is no contraindication to 
immediate surgery if uterine rupture is suspected. 
Prompt laparotomy with massive and rapid transfu- 
sion, using a pumping device if necessary, is the only 
treatment that can reduce the mortality from this 
grave complication. 
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ABSTRACT OF DISCUSSION 


Dr. A. B. PUMPHREY, Fort Worth: Rupture of the preg- 
nant uterus, although of uncommon incidence, is without 
doubt a major problem confronting the obstetrician. Preven- 
tion and treatment of the condition is beginning to show 
improvement under the regimen of improved teaching meth- 
ods and advanced facilities and techniques of blood transfu- 
sion, antibiotic drugs, and earlier surgical intervention in 
pending or actual rupture of the gravid uterus. 

Dr. Gready’s survey covers the obstetric service of a char- 
ity hospital from 1939 to 1952 and 32,021 consecutive de- 
liveries. I have made a study of 7,390 obstetric cases in a 
private hospital for the period 1948-1952. In this series 
there were 11 ruptured uteri. All but 1 patient were multi- 
paras. There were no maternal deaths, but there were 4 still- 
born and 6 live infants, 3 of whom died within twenty-four 
hours after delivery. Eastman stated that ruptured uterus is 
responsible for at least 5 per cent of maternal deaths in the 
United States. 

Rupture of the uterus is classified etiologically as follows: 
(1) spontaneous, (2) postcesarean section, and (3) ob- 
stetric trauma. 

Spontaneous rupture during pregnancy usually occurs in 
the upper uterine segment; in late labor, however, it occurs 
more frequently in the lower segment. During late preg- 
nancy and labor the lower segment, composed chiefly of 
longitudinal muscle fibers covered by thin fascia and loose 
peritoneum, is stretched and distinctly thinned, not having 
the protection of the circular muscular fibers of the fundus; 
this factor gives rise to a higher incidence of rupture. 

As related by the essayist, the incidence of spontaneous 
rupture is much higher in malpresentations, obstructive dys- 
tocia, and compound presentations, that is, cephalic presen- 
tations with prolapse of the arm. 

In my series 2 patients had not had previous sections. Of 
them 1 (para 2, gravida 3) in the seventh month of preg- 
nancy had a spontaneous rupture through the posterior wall 
of the uterus. There were no attempts at induction of labor 
or instrumentation. 

Rupture from a cesarean section scar accounts for 45 per 
cent of ruptured uteri. It occurs more frequently after 
classic sections. In Dr. Gready’s series only 1 case of rup- 
tured uterus occurred in a patient who had had a low cer- 
vical cesarean section. In my series 8 patients had had pre- 
vious sections. There is no doubt but that such a uterus is 
more prone to rupture than one which has not been sec- 
tioned. The patients in my series who previously had had 
sections were more prone to uterine rupture, but the his- 
tories did not stipulate the previous type of section used. It 
was noted, however, that when rupture occurred along the 
old scar after the classic type of section, there was less bleed- 
ing from the uterine wall owing to the fact that the scar 
tissue was practically avascular. 

Obstetric trauma accounts for 17.6 per cent of ruptures, 
according to Brieton. Trauma resulting from version and 
extraction leads in frequency with a rating of 40 per cent. 
Deep anesthesia is a prerequisite to any intrauterine manipu- 
lation, especially for attempts at version. Other obstetric 
manipulations to which rupture of the uterus may be attrib- 
uted are given by Dr. Gready. 

The maternal and fetal mortality ‘rates from ruptured 
gravid uteri can be materially reduced by close adherence 
to approved obstetric principles, namely, adequate prenatal 
care, including good pelvic mensuration, roentgen pelvime- 
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try, and evaluation of fetal size in relation to the pelvis; 
intelligent management of labor; blood typing and Rh de- 
termination; avoidance of traumatic manipulation; and the 
use of cesarean section to supplant version and extraction in 
mismanaged cases. 

Dr. Gready has given a clear picture which not only in- 


PHYSIOLOGY OF 


DOUGLAS M. HAYNES, M.D., Dallas, 


ALTHOUGH uterine musculature is 
in some respects highly specialized for its specific 
task of expelling the conceptus, its fundamental phys- 
iologic behavior is essentially similar to that of muscu- 
lar tissue of whatever anatomic origin. Recent studies 
support the opinion that the special differential fea- 
ture of the myometrium is the mechanism whereby 
various segments of the uterus contract in mutually 
coordinated waves the pattern of which determines 
the efficiency of cervical dilation. Studies of contrac- 
tion phenomena at the level of the individual muscle 
cell (or myofibril) therefore must be combined with 
objective description of the contractile pattern of the 
uterus as a unit if understanding of the nature of dis- 
turbances in uterine action is to be furthered. 


MYOMETRIAL CONTRACTILITY 


Study of the basic phenomena responsible tor 
the contractility of muscle tissue has received much 
stimulus from the exhaustive research of Szent- 
Gyorgyi.*° His work has been based in part on 
the fact that two proteins, actin and myosin, can 
be isolated from the striated muscle of various 
animals.?: 5, 6, 7, 10, 11, 12, 14, 15, 18, 20, 21 Neither actin 
nor myosin is in itself contractile, but these substances 
are capable of combining in certain definite propor- 
tions to form a third substance, actomyosin, which is 
contractile under certain conditions, one of which is 
the presence of adenosine triphosphate. Actomyosin 
is now believed to constitute the contractile element 
of muscle tissue, and the idea that variations in the 
contractility of various uterine segments might de- 
pend upon differential concentrations of actomyosin 
gained cogency after Csapo*»* demonstrated actin, 
myosin, and actomyosin in uterine muscle. 

On the basis suggested by these studies, Naeslund 
and his co-workers'® undertook the study of sections 
from various segments of myometrial tissue derived 
from gynecologic laparotomies and cesarean sections. 
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cludes the classic signs of a ruptured uterus but emphasizes 
the importance of timely diagnosis of an impending early 
rupture. He stresses the use of transfusions and the penalty 
of procrastination. Lastly, I might point out that the dictum 
which still carries a certain element of argument both pro 
and con “Once a section always a section” should never be 
underestimated in the prevention of rupture of a gravid 
uterus. 


UTERINE INERTIA 


Texas 


These muscle specimens were treated with sand, po- 
tassium chloride, and adenosine triphosphate accord- 
ing to techniques developed by Needham and others,!® 
the actin and myosin being separated subsequently by 
decanting. The stock solution prepared in this way 
then was used to produce actomyosin threads by 
spraying aliquots of it through a pipette onto a dish 
containing potassium and magnesium chloride. Con- 
traction of the threads produced in this way could be 
measured micrometrically after adenosine triphosphate 
had been added while the forming threads were be- 
ing observed under the microscope. The degree of 
contraction was found to be to a significant extent 
proportional to the concentration of actomyosin pres- 
ent in the stock solution. 

The contractility of muscle from the corpus area of 
the nongravid uterus was found by these methods to 
be greater than that of muscle taken from the region 
of the cervix. In gravid uteri studied at various stages 
of gestation, myometrial contractility increased pro- 
gressively in both corpus and isthmus. The uterus dur- 
ing normal labor at term produced sections showing 
markedly increased contractility confined to the upper 
segment, and decreasing contractility as the source of 
the muscle sections was lower in the uterus. 

The amounts of actomyosin per gram of muscle 
tissue were calculated empirically by means of vis- 
cosity determinations on the samples which had first 
been used to produce actomyosin threads. The results 
of this extension of the original study confirmed the 
initial observations. In nongravid women, the acto- 
myosin content was slightly greater in the corpus than 
in the cervix; in pregnancy prior to the onset of labor 
the actomyosin content was likewise greater in the 
fundus than in the cervix. These results furnish ex- 
perimental confirmation of the clinically familiar fact 
that the fundus during labor has far greater con- 
tractile potential than the isthmus or cervix. 

_ Naeslund and his co-workers expressed the belief 
that, in addition to the protein substances described, 
another factor must be postulated fully to account for 
known patterns of uterine contractile physiology. This 
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factor is apparently a water soluble compound which 
the authors tentatively designated as the X factor. It 
has the property of stimulating the contractility of 
actomyosin threads and has been postulated to be an 
unstable enzyme which may increase in concentration 
during the course of pregnancy and which is especial- 
ly abundant during labor. Whether or not this enig- 
matic factor may be related to the etiology of uterine 
inertia is a potential problem for experimental study. 


ETIOLOGY OF UTERINE 
INERTIA 


Ivy and Rudolph® postulated that three different 
basic etiologic mechanisms are theoretically possible 
explanations of the cause of uterine dysfunction 
(or dyskinesia). These are (1) hypokinetic dyskine- 
sia, resulting in uterine inertia; (2) hyperkinetic 
dyskinesia, resulting in the production of tetany or 
constriction rings; and (3) arrhythmias resulting 
from defects in a hypothetical pacemaker mechanism. 
Patterns producing prolonged labor might result from 
any of these conditions, but it seems likely that they 
are more closely related to hypokinetic dyskinesia 
than to the other possible mechanisms. This form of 
uterine muscle dysfunction might be adynamic in 
character, with absent or infrequent, weak or short 
contractions, or it might be abrachystatic, implying 
failure of upper segment fibers to become fixed at 
relatively shorter length after contracting. The latter 
mechanism, although a theoretical possibility, never 
has been shown experimentally to occur. 


PATTERNS OF CONTRACTILITY 


The experimental demonstration of the nature of 
uterine muscular contractility has been attempted by 
numerous workers. Reynolds!® in 1937 reviewed the 
main lines along which investigation had been car- 
ried out and since has published studies on uterine 
motility in the rabbit,’* as well as some ingenious 
studies done with Caldeyro and Alvarez! on uterine 
contractility in the human parturient using simulta- 
neous internal and multiple external channel record- 
ers. This method is especially helpful in the study of 
uterine contractility during labor because the external 
multichannel tocographic method used by Reynolds 
and his co-workers provides simultaneous tracings 
which allow comparison of the relative intensities of 
contraction in the fundus, the miduterus, and the 
lower uterine segment. The internal receptor records 
the pressure exerted by the myometrium on the am- 
niotic fluid at any given moment; it is an accurate 
pressure measurement but does not measure differ- 
ences between various levels of the same uterus. These 
differences are measurable by means of the seven ex- 
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ternally placed receptors used by the authors. The 
results of these observations indicate that reasonably 
good synchronization of contractions ordinarily exists 
between different parts of the uterus, although this 
synchronization is by no means perfect. The elevation 
of amniotic fluid pressure is determined by the inten- 
sity of contraction in each part, as well as by the de- 
gree and nature of synchronization between the sev- 
eral parts. If all portions of the uterus contract at the 
same time, they cause greater elevations in amniotic 
fluid pressure than do contractions of various por- 
tions of the uterus in succession. This observation 
confirms the clinical impression that there is increased 
amniotic fluid pressure in inertia syndrome with in- 
tact membranes. 


According to Reynolds, satisfactory progressive la- 
bor is likely when the uterine contractions have the 
following characteristics: (1) large absolute contrac- 
tion intensity in the entire uterus; (2) strong fundal 
dominance—the relative intensity of contraction is 
greater in the fundus than in the midportion of the 
uterus and lower segment activity is minimal; (3) 
good synchronization between different contractile 
portions of the uterus; (4) regularity in rhythm, 
intensity, and form of the contractions; and (5) drop 
in amniotic fluid pressure to the level of normal 
tonus during periods of relaxation. 


Among the most significant recent experimental 
studies which have contributed importantly to an un- 
derstanding of uterine contractility patterns have been 
those carried out by Karlson.® This worker made use 
of intrauterine electronic receptors placed extraovu- 
larly so as to record simultaneous happenings in the 
corpus, lower uterine segment, and cervix. Most of 
his tracings were made during the first stage, that is, 
at the period when the myometrium is the only motor 
and the progress of labor is reflected objectively by 
dilation of the cervix. As a preliminary study, trac- 
ings were made using nonpregnant controls. During 
the secretory phase of the menstrual cycle, isolated 
contractions may occur in the three regions recorded, 
and these contraction waves tend to spread haphaz- 
ardly to adjacent regions. This constitutes a synchron- 
ous contraction pattern. At the time of ovulation, the 
irritability of the nongravid uterus reaches its peak; 
and at this time, the pattern is peristaltic, involving 
waves of contraction starting in the upper portion of 
the uterus and extending downward. 

Karlson then proceeded to the study of the preg- 
nant uterus during labor. In the prodromal stages, the 
contractions are noncoordinated, and myometrial ir- 
ritability is low. When coordinated contractions ulti- 
mately supervene, their pattern ‘is synchronous at 
first. During the period of active cervical dilation, 
the contractions become coordinated to a peristaltic 
pattern, but the picture is mixed, with the presence 
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in it of isolated and synchronous as well as peristaltic 
patterns. Karlson found that isolated contractions ap- 
pearing haphazardly in the various zones and syn- 
chronous contraction appearing when irritability is 
low produce a slow speed of dilation. With the as- 
sumption of a predominantly peristaltic pattern, dila- 
tion occurs. Furthermore, the “purer” the pattern, 
that is, the fewer the isolated and synchronous con- 
tractions, the more rapidly cervical dilation occurs. 


PSYCHIC FACTORS 


It is well known that there exists a definite, and 
often prominent, psychogenic component in most 
cases of prolonged labor due to uterine inertia; but 
the difficulties of subjecting this particular aspect of 
the problem to experimental observations are self- 
evident. Robertson!® studied 30 relatively healthy 
women, using a hydrostatic intrauterine bag connect- 
ed by pressure tubing to a mercury manometer. With 
the bag in place, and while tracings were being made, 
each patient was told that she was about to receive an 
injection. Many of the women who happened to be 
in the secretory phase of the menstrual cycle showed a 
reactionary uterine contraction to this psychically dis- 
turbing stimulus. It would be interesting and worth 


while to extend this type of study to parturient 
women. 


DISCUSSION 


The problem posed by uterine inertia during labor 
seems likely to be solved only when the nature of the 
phenomena involved in contractile physiology of 
smooth muscle tissue is reasonably well understood. 
For this reason, any discussion of the physiology of 
uterine inertia must necessarily concern itself as much 
with the nongravid and normal parturient uterus as 
with the inertia syndrome. The experimental studies 
reviewed here suggest several possible avenues of ap- 
proach to the further study of the “lesion” respon- 
sible for uterine inertia. From the work of Naeslund 
and his co-workers it appears possible that the defect 
may be located in the muscle cell itself, and that 
either actin or myosin is prevented focally from form- 
ing actomyosin by adverse environmental conditions 
associated with prolonged labor, or that the enzymatic 
X factor may be deficient or absent in this situation. 
The summary of numerous studies given by Ivy and 
Rudolph leads one to the conclusion that uterine 
inertia is probably a hypokinetic dyskinesia, although 
the possibility still exists that it may be due to a 
pacemaker arrhythmia or to conditions following pro- 
longed spasm or increased muscle tone. Both Karlson 
and Reynolds have shown convincingly that the pat- 
tern of uterine contraction can be correlated with the 
efficiency of labor, and their findings are entirely con- 


sistent with the chemical studies of Naeslund and his 
co-workers. 
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ABSTRACT OF DISCUSSION 


Dr. WAYNE F. BADEN, Raymondville: I should like to 
raise a few yet unanswered questions, reemphasize one or 
two major points, and suggest possible clinical advancements 
to be made by further research. 

Actin and myosin are not contractile, yet once they are 
united to form actomyosin (and if certain other require- 
ments are then met, one of which is the presence of ade- 
nosine triphosphate), then actomysin becomes contractile. 
What is the cause and nature of this union of actin and 
myosin? And is the process reversible at this level to allow 
muscular relaxation? Or is relaxation caused by some an- 
tagonist to adenosine triphosphate? The rhythmicity of 
uterine contraction and relaxation presents an additional 
problem. Possibly the X factor, previously postulated, will 
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some day be shown to influence this characteristic of uterine 
musculature. 

It has been shown that both myometrial contractility and 
the amount of actomyosin per gram of tissue increase pro- 
gressively from cervical to fundal areas. May these facts be 
accounted for by the observation that normally there appears 
to be more muscle and less fibrous tissue passing from cervix 
to fundus? That is, where predominantly more muscle tissue 
is found more actomyosin should be found. If we consider 
uteri showing generalized fibrosis so often seen in elderly 
grandiparous women, we should expect relatively less acto- 
myosin per gram of tissue, hence less contractility. Perhaps 
this explains the tendency of these patients to have inertial 
type labors. 

Now to psychic factors influencing uterine physiology. 
How many times have we physicians seen patients, especially 
during the prodromal stages of labor, enter the hospital only 
to cease labor? On many occasions uterine contractions re- 
sume only to cease temporarily again when the physician 
arrives to examine the patient. What physician has not told 
a tense, jittery patient as she neared term that he must be 
out of town for the next few days, only to have labor ensue 
within the next twenty-four hours? Stewart* mentioned the 
case of a woman pregnant with twins at four months who 
promptly aborted when advised of the death of her parents 
in an auto accident. All these things may be coincidence, 
but many times I think they simply show the psychic in- 
fluence on uterine physiology. 

Much work has been done on this problem—much re- 
mains to be accomplished. Let me make a few speculations 
on future possibilities. Uterine inertia may be broadly de- 
fined as “sluggishness of uterine contractions during labor.” 
This is like saying a patient has “heart disease” without stat- 
ing the underlying cause such as syphilis or rheumatic fever. 
Regarding uterine dysfunction there are a multitude of poor- 
ly understood terms—false labor, atonic uterus, primary and 
secondary uterine inertia, “spastic” uterus, and many others. 
There is some good evidence that normal uterine contrac- 
tions are those emanating from a “polarized” uterus in 
which a fundal “pacemaker” predominates. Caldeyro* and 
his group have shown that false labor, uterine atony, and 
asynchronous uterine inertia can be differentiated by elec- 
trical and mechanical methods. 

Clinically applied, this means that some day uterine con- 
tractile disorders may be classified more accurately on the 
basis of an electrouterogram (similar to electrocardiogram) 





*Stewart, A. T.: Psychosomatic Influences in Obstetrics and Gyne- 
cology, New York State J. M. 52:2799-2804 (Nov. 15) 1952. 


Climate Change in Dermatoses 


A change in climate and environment may improve 
persons suffering from chronic skin ailments accompanied 
by some degree of emotional instability, according to an 
article by Drs. Leslie M. Smith and H. D. Garrett, El Paso, 
published in the July, 1953, AMA Archives of Dermatology 
and Syphilology. But the slower tempo of life and the 
additional rest and relaxation can be beneficial only if the 
patient leaves his troubles behind. 


The doctors reported that in the last fifteen years there 
has developed in the American Southwest a colony of 
patients with various types of chronic dermatoses. These 
patients had migrated from colder and more humid por- 
tions of the country to take advantage of the sunshine and 
the warm, dry air. 





NOVEMBER 1953 








809 


and the patient treated accordingly. For example, uterine 
atony with normal fundal polarity may be treated best ‘by 
artificial rupture of the membranes and oxytocics. In treat- 
ment of an asynchronous uterus the physician may use seda- 
tion, spinal anesthesia as found effective by Caldeyro’s 
group, or continuous low caudal anesthesia—so low that 
parasympathetic rather than sympathetic nerve connections 
are interrupted—as reported by Arthur and Johnson.t Per- 
haps in the future, for the purpose of “polarizing” an asyn- 
chronous uterus, the physician may use a mild form of 
electroshock as is presently used to correct cardiac arrest 
during surgery. To avoid fetal damage, either directly or in- 
directly, would require a well regulated source of electrical 
stimulation. Possibly this same electrical stimulation, rhyth- 
mically applied, might be useful in the induction of labor 
in select cases. It must be realized fully that this form of 
stimulation, carelessly or improperly used, could be far more 
dangerous than oxytocics, which still are used injudiciously 
in many parts of the country. 


Lastly, and to get back to present day practicality, the 
marked influence of general medical management on uterine 
dysfunctions should not be forgotten. Morale must be main- 
tained at a maximum and anxiety at a minimum during 
prolonged inertial labors. This psychic effect may be greatly 
aided by a sympathetic physician, judicious relief of pain, 
and adequate periods of rest. Glucose solutions may be given 
intravenously to improve uterine action, relieve secondary 
exhaustion, and counteract acetonuria. The importance of 
anemia in both normal and prolonged labors has been point- 
ed out by Traylor and Torpint in their studies of 1,019 ob- 
stetric patients. Their critical level for anemia was less than 
11 Gm. of hemoglobin per 100 cc. and for prolonged labor 
more than twenty-four hours’ duration. All patients had nor- 
mal full term spontaneous deliveries without the use of 
oxytocics. Traylor and Torpin found 57 per cent more pro- 
longed labors and 20 per cent more labor time required in 
anemic primiparous women than in their normal sisters. In 
anemic multiparous women there were 42 per cent more 
prolonged labors and 23 per cent more labor time required 
than in nonanemic multiparas. 

In conclusion may I reemphasize that the physiology of 
uterine inertia is a complex subject, one with extremely 
numerous ramifications and one which, if thoroughly under- 
stood, would be one of medicine’s greatest advancements. 





+Arthur, H. R., and Johnson, A. T.: Continuous Caudal Anesthesia 
in Management of Cervical Dystocia, J. Obst. Gyn. Brit. Empire 59: 
372, 1952; cited in Jeffcoate, T. N. A.; Baker, K.; ana Martin, 
R. H.: Inefficient Uterine Action, Surg., Gynec. & Obst. 95:257-273 
(Sept.) 1952. 


tTraylor, J. B., and Torpin, R.: Effects of Anemia on Labor, Am. 
J. Obst. & Gynec. 61:71-74 (Jan.) 1951. 


“It is usually difficult to convince these patients that the 
benefits they receive can be anything but the effect of 
the sun and dry air, or that rest and a certain amount of 
adjustment of their emotional difficulties and a lessening 
of the drive which has become their way of life plays a 
part in their recovery,” the article said. Many overdo the 
sun treatment to the extent that they lay a foundation for 
keratoses and epitheliomas in the future. 

Patients who brought their major emotional difficulties 
with them to the Southwest did not fare well until these 
troubles had been resolved in part or until the patients 
were able to accept them without emotional disturbances. 

Although any pleasant change of surroundings and cli- 
mate may be helpful in certain types of dermatoses, the 
doctors added, a mild, warm, sunny climate seems to be 
most beneficial. 
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UROLOGIC COMPLICATIONS DURING PREGNANCY 


FRANK G. SHEDDAN, JR, M.D.,, 


Ir is basic that pregnancy in the fe- 
male demands alterations in the anatomy, physiology, 
and function of the reproductive and urinary systems. 
No less is true of the circulatory, gastrointestinal, 
skeletal, and nervous systems. Although one cannot 
intelligently discuss a particular system without in- 
cluding the others, attention in this paper will be 
focused on the urinary tract. 


ANATOMY 


The smooth musculature of the urinary tract as well 
as that of the gastrointestinal tract and the circulatory 
apparatus undergo hypertrophy and hyperplasia. 

The bladder, because of its position in the bony 
pelvis and its proximity to the enlarging uterus, is 
usually compressed in the anteroposterior diameter, 
and cystograms reveal the usual saddle shaped de- 
formity. It also may be compressed in either lateral 
position and be considered normal. By use of a cyto- 
scope, one may see that the trigone is pulled upward, 
the interureteric distance is increased, and the ureteral 
orifices are enlarged. 

The ureter is of interest because it undergoes elon- 
gation and dilatation. The periureteral sheath (sheath 
of Waldeyer) early in pregnancy becomes hyper- 
trophied and the hypertrophy is most noticeable in 
the lower or pelvic segment. For ease of radiologic 
interpretation, the ureter is divided into three seg- 
ments. The upper segment is that portion from the 
ureteropelvic junction to the point where the ovarian 
vessels cross. The middle or lumbar segment consists 
of the portion extending from the point where the 
ovarian vessels cross down to the brim of the bony 
pelvis. The lower or pelvic segment extends from the 
brim of the bony pelvis to the bladder. This lower 
segment is seldom seen in roentgenograms during the 
course of routine intravenous pyelography in preg- 
nancy. 

The anatomy of the calyx should be considered 
next. It is generally accepted that blunting of the 
calyces is evidence of scar formation from infectious 
processes in the renal pelvis. Blunting and widening 
of the calyces during pregnancy are the rule. 

It remained for Narath in 1940 to demonstrate the 
anatomy and physiology of the calyx. In the calyx are 
two important sphincters—the sphincter calyx and 
the sphincter infundibulum. Situated at the fornix of 
the calyx is the levator fornix muscle, and between 
the two sphincters is the longitudinal infundibular 
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muscle. Knowledge of these muscles is requisite to 
correct interpretation of pyelograms during gestation. 


PHYSIOLOGY 


Blood chemistry determinations during gestation 
show several interesting changes. Usually the nonpro- 
tein nitrogen level will be lower than normal, averag- 
ing about 24 mg. per 100 cc. Organic nitrogens are 
not reduced in level, except that of urea which is 
usually about 13 mg. per 100 cc. of blood. Carbon 
dioxide combining power is low, usually about 45 
volumes per cent. Total serum proteins may drop 1 
Gm. per 100 cc. 

The circulatory system increases in vascularity, and 
this change is reflected by an increase in blood vol- 
ume and fluid storage in the interstitial tissues. 

The bladder begins to lose tone about the fourth 
month and by the ninth month may attain a capacity 
of 1,000 cc. without a definite change from the desire 
to urinate to one of urgency. Near term there is a de- 
crease in ability to retain large amounts of urine. 

The ureters dilate, elongate, and become atonic. 
The elongation may consist chiefly of lateral displace- 
ment. After about the fifth month the intraureteral 
pressure begins to fall from a normal of 30 cm. of 
water to about 10 cm. by the eighth month. The in- 
terval between peristaltic waves gradually increases so 
that by the ninth month the ureter may be completely 
atonic. Cystoscopically, these changes are noted by the 
long interval one must wait to see a slow and lethargic 
emission of urine from a ureteral orifice. 

Studies in the past have shown that about 85 per 
cent of right ureters dilate and about 70 per cent of 
left ureters dilate. In addition, the ureter on the right 
side usually dilates more severely than the one on the 
left, particularly in primiparas. The reasons usually 
given for the more frequent occurrence of dilatation 
of the right ureter are that 80 per cent of uteri rotate 
to the right during pregnancy and a cushion formed 
by the sigmoid helps protect the left ureter. 

The renal pelvis and calyces also dilate and become 
atonic. It is not unusual to find pelvic retention ca- 
pacities of 50 cc. again more marked on the right and 
in primiparas. The capacity of the left pelvis will 
average about 24 cc. 

Oddly enough, the kidney function does not seem 
to be influenced by pregnancy. Intravenous dyes ap- 
pear in normal time and concentrate well when col- 
lected by ureteral catheters. On the other hand, cysto- 
scopic observation of the ureteral orifices will show a 
marked delay in appearance of dyes, although a two 
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hour collection from the bladder will compare favor- 
ably with the same test in the nonpregnant state. 

When intravenous urography is used as a function 
test, the dye can be expected to appear in the renal 
pelvis within three to four minutes and to reach great- 
est concentration in fifteen minutes after the injec- 
tion. As a rule the best films are obtained fifteen to 
thirty minutes after injection, although, when extreme 
degrees of dilatation are present, a longer time, as 
much as one hour, may be required. 

A great many patients will present symptoms of 
acute ureteral obstruction without evidence of patho- 
logic urinary findings. When one can rule out an 
acute condition within the abdomen, ovarian cyst, vas- 
cular changes in the broad ligaments, or malposed 
kidneys, and an intravenous pyelogram or retrograde 
studies prove no intraureteral obstruction, a conserva- 
tive program is indicated. Bed rest, sedatives, postural 
drainage, and Banthine may be prescribed with good 
effect. This program commonly will result in relief 
to the patient as well as the doctor in four to ten 
days. Physicians think of acute ureteral obstruction as 
a process in which “the ureters are trying to dilate.” 


URINARY INFECTION 


In the past seven year period there have been 
16,414 new obstetric cases at the Boston Lying-In 
Hospital. During this same period 738 patients with 
urinary symptoms have been seen in the urologic 
clinic. This gives a figure of 4.4 per cent for urologic 
complications during the antepartum period. 

Infection of the urinary tract during pregnancy is 
far and away the most common urologic complica- 
tion. The patients studied exhibited signs, symptoms, 
and urinary findings indicating infection. With the 
advent of atony and dilatation of the urinary tract, 
stasis of urine is the result, leaving a fertile field for 
infection to develop. Second in importance is the state 
of the bowel, which becomes atonic with resulting 
constipation. Many writers believe that bacteria gain 
entrance to the blood stredm from the bowel, and 
then are disseminated to the kidneys; other investiga- 
tors believe bacteria spread directly to the kidneys by 
way of the lymphatic system. Supporting this theory 
is the fact that the lymphatic vessels of the ascending 
colon are more directly connected to the right ureter 
and kidney, hence the preponderance of infections on 
the right side. 

A focus of infection, namely, infected teeth, tonsils, 
or sinuses, was present in 46 per cent of patients with 
urinary tract infection as reported by Morris and 
Brunton in 1933. 

Primiparas usually show the greatest incidence of 
infection about the fourth and fifth month, and it is 
usually more severe than in the multiparas, in whom 


NOVEMBER 1953 


811 


it occurs about the sixth to seventh month. Again the 
right side more commonly is infected in percentages 
closely approximating those given for dilatation of 
the two ureters (85 to 70 per cent). 

At the Boston Lying-In Hospital, we classify urine 
specimens obtained by catheter into three main cate- 
gories: (1) Sterile urine, (2) urine with bacteria 
but normal cell count, and (3) urine with bacteria 
and increased cell count. 

We consider bacteria with or without pus cells in 
the urine to be evidence of infection. I am certain this 
statement will not receive unanimous approval. 

In 82 per cent of our cases the invading organism 
was Bacillus coli. In 7 per cent of the cases the or- 
ganism proved to be a Staphylococcus. In 3 per cent, 
the bacteria proved to be a Streptococcus. The re- 
maining 8 per cent were Aerobacter aerogenes, Pro- 
teus, Bacillus pyocyaneus, and so forth. 

Febrile reactions are worth noting. Ninety-two per 
cent demonstrated this finding with the first preg- 
nancy, 44 per cent during the second pregnancy, and 
only 4 per cent with the third pregnancy. 

Although it is not within the scope of this paper 
to discuss in detail the treatment of urinary infec- 
tions, I should like briefly to touch on the matter. 
Gantrisin in .5 Gm. doses four times daily has either 
cured or controlled 92 per cent of the B. Coli infec- 
tions. We have maintained some patients on this drug 
for as long as six months during pregnancy. This pro- 
gram is possible because of the high solubility of 
Gantrisin even in an acid medium. In addition, it is 
not necessary to force large quantities of fluids, and, 
as a rule, alkalinization is not necessary. In this way 
fluid balance is maintained more easily. 

Penicillin in the usual dosages will control the 
streptococcal and most staphylococcal infections. If 
the infecting organisms do not respond favorably to 
these medications, sensitivity tests are in order to de- 
termine which of the more expensive antibiotics 
should be used. 

Although opinions vary as to the frequency of oc- 
currence of tuberculosis of the urinary tract during 
pregnancy, I can report that we have not had a single 
proved case of active tuberculosis of the urinary tract 
during this seven year survey. 


HEMATURIA 


The occurrence of hematuria, which may be gross 
at times but without evidence of infection, stone, 
tumor, hypertension, blood dyscrasia, vitamin de- 
ficiency, or drug therapy, has occurred fourteen times 
in the last seven years at Boston Lying-In Hospital. 
The diagnosis is one of exclusion, the known causes 
being ruled out. The frequency of occurrence of this 
situation prompted Baird to regard it as a Clinical 
entity. The hemorrhage usually occurs in the last tri- 
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mester, and the degree of pyeloureteral dilatation 
seems not to be a factor. From the evidence gathered 
so far it would seem to be due to one of several fac- 
tors, namely: rupture of superficial veins or varices 
in the renal pelvis near the pyramids; vascular hyper- 
plasia with overdistention of the efferent channels, 
which it is assumed injures the cortex in some man- 
ner; or endocrine disturbances. There have been pa- 
tients who developed hematuria while being given 
stilbestrol for obstetric reasons and then the bleeding 
cleared promptly when the agent was discontinued. 


Usually these patients tolerate the blood loss well 
as far as the blood picture is concerned. Treatment 
consists of bed rest, postural drainage, prophylactic 
sulfonamide therapy, and administration of vitamins 
C and K. It may be necessary at times to resort to 
ureteral catheterization and emptying of the renal 
pelvis when severe and prolonged colic is present. In 
all the cases we observed, the bleeding stopped with 
termination of the pregnancy, and postpartum studies 
failed to reveal the actual source of the hemorrhage. 
It has not been necessary to interrupt a pregnancy be- 
cause of hematuria during this survey. 

Hemorrhage from the bladder is rare during preg- 
nancy. Hemorrhagic cystitis is not common. Hemor- 
rhage from the bladder almost always means gross 
disease of that organ. 


URINARY STONE 


It has been stated by many workers that a stone in 
the urinary tract during pregnancy was uncommon. 
In the five year period between 1927 and 1931 
Prather and Crabtree found stone four times in 9,823 
patients. Hirst reported stone two times in 2,101 pa- 
tients in 1929. Baird found evidence of stone ten 
times in a large series of patients in the Glasgow In- 
firmary during a six year period and reported this in 
1936. In our seven year study of 16,414 pregnant pa- 
tients we have proved stone in 15 cases. Prior to 
1940, tuberculosis of the urinary tract was more prev- 
alent than stone; this is not true in our present sur- 
vey. Stone always has occurred in the upper urinary 
tract, that is, in the ureter, pelvis, or calyces. Stone in 
the bladder has not been observed at the Boston Ly- 
ing-In Hospital for more than thirty years. 


Joly stated that age is the most responsible factor 
for the low incidence of stone—more than offsetting 
the factors of dilatation, stasis, and infection which 
are fairly well limited by the duration of pregnancy. 
Possibly the reason we discovered stone more often 
was because of our frequent use of intravenous pye- 
lography. 

Each problem of stone is given individual consid- 
eration. The size, shape, contour, and location of the 


stone; the degree of dilatation present; whether or 
not the urine is infected; and the period of pregnancy 
determines the policy of treatment. Stones are more 
likely to pass during the first trimester and also are 
more likely to cause colic than in the later stages of 
pregnancy when atony is present. It is in the later 
stages that stones change position frequently without 
passing and may become the “silent” type. During 
this period they also may go on to produce calculus 
pyonephrosis. 

When a stone occurs during the first trimester, it 
should be removed by cystoscopy if at all possible; 
otherwise open surgery is indicated. At this trimester, 
the anatomy has not become too distorted, and there 
is sufficient time before delivery to allow secure 
wound healing. After the fourth month of pregnancy 
conservative measures should be employed, but if the 
situation demands, the obstruction should be tem- 
porarily overcome by a simple nephrostomy or pyelos- 
tomy, postponing definite measures until a suitable 
time postpartum. Prolonged use of indwelling ureteral 
catheters should not be employed, since ureterovascu- 
lar fistulas have been reported. 


A curious abdominal complication occurred in one 
instance following extensive renal surgery in the last 
trimester of pregnancy. This complication presented 
itself as a problem of differential diagnosis between 
labor, premature separation of the placenta, and an 
acute condition within the abdomen requiring sur- 
gery. The cause proved to be spontaneous perfora- 
tion of the cecum. The theory entertained at present 
is that a vasospasm occurred in the vascular tree of 
the cecum and ascending colon as a result of renal 
manipulation during the last trimester. The only con- 
sistent signs the patient presented were intermittent 
abdominal pain similar to uterine contractions, a rapid 
increase in pulse rate to about 160 per minute, and 
a fall in blood pressure. In the first few hours the cir- 
culating leukocyte count did not rise significantly, 
possibly because she was already on antibiotic therapy. 
This also may have accounted for the lack of rise in 
the body temperature. 


TUMOR OF URINARY TRACT 


Neoplasms of the urinary tract during pregnancy 
must be considered rare. The two important factors 
contributing to this are age and the relatively limited 
duration of gestation. There has been one case of 
papilloma of the bladder in thirty years at the Boston 
Lying-In Hospital. This growth was fulgurated in an 
uneventful manner during pregnancy. 

We have not observed a single instance of solid 
renal tumor at the hospital. There have been only 
four occurrences of polycystic disease discovered dur- 
ing pregnancy, and all of these patients were able to 
continue to term. Because of the strong tendency of 
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UROLOGIC COMPLICATIONS—Sheddan—continued 


polycystic disease to be hereditary, these patients were 
advised against a future pregnancy. 


POSTPARTUM RETENTION 


Postpartum urinary retention is a fairly common 
occurrence. We believe that four major reasons are 
responsible, namely: (1) the premedication and an- 
esthesia used during delivery, (2) trauma to the blad- 
der and its associated nerve supply during the pas- 
sage of the fetus in the birth canal, (3) the per- 
sistent physiologic atony of the bladder, and (4) the 
physiologic polyuria that occurs soon after delivery. 

Treatment of this type of urinary retention con- 
sists of intermittent urethral catheterization. If this 
procedure must be used for a third time, a 5 cc. F 18 
Foley catheter is left indwelling for at least five days. 

All patients should have a residual urine determi- 
nation done six weeks postpartum. If more than 3 
ounces is recovered, cystoscopy is in order. 

Although intravenous pyelography or cystoscopy 
and retrograde pyelography may be done any time 
during pregnancy without ill effect to the mother or 
fetus, one should wait twelve to fourteen weeks post- 
partum before attempting to evaluate the state of the 
upper urinary tract. 

In conclusion I should like to quote Dr. Frederick 
C. Irving, formerly professor of obstetrics at Harvard 
Medical School: “Although pregnancy and labor, in 
the absence of complications, are to be considered 
normal processes, it should always be remembered 
the borderland of the pathological is not far distant.” 


SUMMARY 


In this paper are considered the anatomic and 
physiologic changes occurring with pregnancy which 
may be responsible for urologic complications and 
specific complications, including infection of the 
urinary tract, hematuria, urinary stone, and tumor of 


the urinary tract during pregnancy, plus postpartum 
urinary retention. 
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ABSTRACT OF DISCUSSION 
Dr. NORBORNE B. POWELL. Houston: Dr. Sheddan’s 


paper discusses the anatomic and physiologic changes that 
occur during pregnancy in a complete and authoritative 
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manner. His section on tumors of the urinary tract during 
pregnancy is adequate. 


Dr. Sheddan’s stastics covering infections during preg- 
mancy are impressive. He gives a figure of 4.4 per cent 
urologic complications during the antepartum period. In 
private practice this figure may be a little high, because 
good obstetric care includes giving small doses of sulfona- 
mides or some antibiotic drug when pyuria occurs. It is 
axiomatic that kidneys stand the physiologic hydronephroses 
of pregnancy without trouble, but infections superimposed 
on a hydronephrotic kidney will soon cause progressive renal 
destruction. Therefore, the use of sulfonamides or other anti- 
biotic drugs certainly is indicated. The routine at Boston 
Lying-In Hospital is to administer .5 Gm. of Gantrisin four 
times daily. This dose always seems small to the average 
doctor because he is used to giving large doses for systemic 
infections. However, this drug is eliminated through the 
urinary tract in between 95 and 99 per cent concentration 
so that it is not necessary to give large doses. I have found 
that many patients complain of headache and nausea even 
when given this small dose, and I always reduce it to one- 
half a tablet two, three, or four times a day. Chloromycetin 
has turned out to be the most useful antibiotic in my ex- 
perience, and regardless of adverse reports in the literature, 
it will control the majority of urinary tract infections that 
do not respond to Gantrisin. When it is given in 250 mg. 
doses every six hours, there is practically no danger of 
aplastic anemia. The only drawback of Chloromycetin is that 
it is more expensive than Gantrisin. 


In my experience hematuria of pregnancy has been of no 
clinical significance other than to worry the physician, the 
patient, and her family. However, it is necessary to make a 
complete urologic survey six weeks postpartum on every 
such patient. Ideally the patient should be examined with a 
panendoscope, but no pyelograms (or retrograde catheteriza- 
tion of the ureters) should be done during pregnancy. Ac- 
cording to statistics, stones occur more frequently in this 
part of the country than in the East. However, more alkaline 
stones are seen in this area than in the East and practically 
no acid stones. I agree that dilated ureters and kidneys often 
allow to pass a stone which in a nonpregnant condition 
would require some operative or manipulative procedure. 


The subject of postpartum retention is important, and it 
is the only part of Dr. Sheddan’s paper on which I wish to 
elaborate. It has been the teaching in the past to disregard 
frequency, urgency, and nocturia in the pregnant woman. 
Perhaps this is an expected part of pregnancy, but it is prob- 
ably more indicative of residual urine in the bladder. There 
is absolutely no harm, and usually a great deal of benefit, 
that will come from inserting a catheter into a patient who 
has just urinated. If there is more than 2 ounces of residual 
urine, logically this condition should be relieved by dilating 
the urethra and emptying the bladder periodically until the 
residual urine disappears. Relatively few obstetricians and 
general physicians catheterize pregnant patients at present. 
However, I predict that in the future this will be an ac- 
cepted procedure and will rank with blood pressure and 
hemoglobulin determinations as part of good antepartum 
care. 


In the postpartum period attention to bladder hygiene is 
even more important and usually is neglected on the basis 
that Nature will resolve all troubles. Fortunately, Mother 
Nature is a wonderful healer and usually the bladder will 
respond and recover its tone. The use of sympathetic stim- 
ulating drugs is permissible provided there is no appreciable 
residual urine. If more than 2 ounces of residual urine is 
found, an indwelling Foley catheter, as Dr. Sheddan sug- 
gested, is indicated. 





CULDOSCOPY 
A Plea for More Widespread Application 


LESLIE C. COLWELL, M.D., M.Sc. (Med.), 


Decker: 7 has defined culdoscopy 
as a procedure of visualization of the pelvic organs 
by means of a telescopic optical instrument passed 
through the punctured posterior fornix while the pa- 
tient is in the knee-chest position. The procedure can- 
not be considered as experimental nor can the instru- 
ment be classified as a “gadget.” The culdoscope has 
been listed high in the armamentarium of diagnostic 
gynecologic instruments, and culdoscopy has become 
a standard procedure in many of the larger gyne- 
cologic centers.* 14: 1® 


The perfection of culdoscopy represents the culmi- 
nation of a fifty years search for a satisfactory tech- 
nique of viewing the female pelvic organs without 
resort to exploratory laparotomy. Peritoneoscopy 
proved unsatisfactory in many cases in which the 
pelvis was to be visualized because of interference 
with the instrument by loops of bowel and adhesions. 
E. T. Anderson of Corpus Christi and a few others 
developed unusual skill and aptitude with the peri- 
toneoscope in pelvic diagnosis, but in general its field 
of usefulness in gynecology is definitely limited. 


Emanuel Klaften!™ claims priority in the discovery 
of the culdoscope since his “colpolaparoscope” was 
manufactured in Vienna in 1936. Although his results 
were presented before the Viennese Medical Society 
in 1937, they were not published until 1947.1° Klaf- 
ten has used his operating colpolaparoscope for dis- 
section of adnexal adhesions, fimbriolysis, and the 
securing of biopsy specimens. The instrument and 
technique described here are essentially those of 
Decker,® who in 1935 and 1936 attempted to view 
the pelvic organs through a telescope inserted through 
the vaginal vault with the patient in the lithotomy, 
Sims, and Trendelenburg positions. These examina- 
tions were generally unsatisfactory because of soiling 
of the lens, limited visualization, and considerable 
pain to the patient. In 1940, TeLinde’* attempted 
to visualize the pelvic organs through the peritoneo- 
scope by inserting the instrument with the patient in 
the lithotomy position. The thin vaginal wall did not 
grasp the instrument snugly enough and sufficient air 
could not be maintained in the abdominal cavity to 
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prevent the intestines from interfering with visualiza- 
tion. 

In 1942, Decker® was able to visualize the entire 
pelvis in a patient by inserting the instrument with 
the patient in the knee-chest position; these observa- 
tions were not reported until 1944.7 By utilizing the 
negative intra-abdominal pressure created by placing 
the patient in the knee-chest position, Decker has 
introduced a practical means of visualization of the 
pelvic organs per vagina. The pelvic organs are sur- 
rounded by air and the intestines fall out of the pelvis 
toward the diaphragm. The negative pressure created 
within the abdominal cavity with the patient in the 
knee-chest position is of the magnitude of minus 10 
to minus 18 cm. of water. The pneumoperitoneum 
which follows perforation of the vagina with the pa- 
tient in this position is from 600 to 1,800 cc.3 


MATERIAL 


The present report deals with my experience with 
60 cases of culdoscopy performed on a general gyne- 
cologic service. As might be expected, the culdoscope 
found its most frequent application in the differential 
diagnosis of ectopic pregnancy. It was used 26 times 
in cases of suspected ectopic pregnancy; 9 cases of 
extrauterine pregnancy were found, in 5 of which the 
tube was unruptured. There were no mortalities and 
no morbidity. There were no cases in which the culdo- 
scopic diagnosis of absence of ectopic pregnancy was 
made that later proved to have tubal pregnancy. There 
was 1 case early in my experience with the culdoscope 
which was diagnosed as ectopic pregnancy but, after 
salpingectomy, proved to be a hematosalpinx of un- 
known etiology. Blood was seen dripping from the 
fimbriated end of the tube and was interpreted as 
indicative of a tubal pregnancy. 


TABLE 1.—Indications for Culdoscopy in 60 Cases. 
Suspected ectopic pregnancy. 26 
Adnexal pain 10 
Menometrorrhagia 
Adnexal mass 


Amenorrhea 
Sterility 
Masculinization 





The next most frequent indication for culdoscopy 
was adnexal pain. In 2 of these cases, the cause of 
the pain was not discovered either at culdoscopy or 
by subsequent observation; these patients were placed 
in the psychosomatic group. In the remaining 8 pa- 
tients, the diagnoses were evenly divided between en- 
dometriosis and salpingo-oophoritis. Of the 2 patients 
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CULDOSCOPY—Colwell—continued 


examined with a culdoscope for masculinization, no 
cause was found in one and the other is reported in 
detail later in this paper. The remaining indications 
for culdoscopy are listed in table 1. 


One unfamiliar with culdoscopy is often skeptical 
at the detailed diagnoses submitted by the culdosco- 
pist; however, accurate clinical and gross pathologic 
diagnoses are readily made by means of the culdo- 
scope. The variety of culdoscopic diagnoses in this 
series of cases is presented in table 2. 


TABLE 2.—Culdoscopic Diagnoses in 60 Cases. 





Salpingo-oophoritis ....... 15 Sj. cc cece 6 
Pelvic adhesions ......... 12 Corpus luteum (normal).... 3 
I NE kc eo owisecns 12 Ademomyoma .........005- 2 
Tubal occlusion .......... 11 Myomata uteri ............ 2 
See 10 Infantile uterus ........... 2 
eee 9 Normal pregnancy ......... 1 
Normal pelvis ........... S$ Peritoneal cyst ............ 1 
Ectopic pregnancy ........ 9 Solid ovarian tumor........ 1 

Unruptured: 5 Tubo-ovarian cyst 

Ruptured: 2 (post-inflammatory) ..... 1 


Tubal abortion: 2 





TECHNIQUE 


The patient is given a cleansing enema nine to 
twelve hours prior to examination. The bladder is 
catheterized immediately prior to culdoscopy when 
the patient is in lithotomy position for bimanual ex- 
amination. Demerol 100 mg. with scopolamine 1/150 
grain is given intramuscularly one hour prior to ex- 
amination; Demerol 50 to 100 mg. is given intra- 
venously immediately prior to insertion of the trochar. 
The patient is maintained in the knee-chest position 
by strapping the thighs to ordinary upright leg sup- 
ports; shoulder braces are attached to the operating or 
examining table to prevent the patient from sliding 
forward since she is well under the influence of anal- 
gesia. An operating table which can raise the patient's 
buttocks to eye level with moderate Trendelenburg 
position is desirable, though not absolutely necessary. 
One should stress that culdoscopy is not an operating 
room procedure unless some surgery is planned to fol- 
low immediately the examination. The vagina is pre- 
pared with a nonirritating antiseptic solution, but the 
perineum is not shaved unless some operative pro- 
cedure is planned to follow culdoscopy. 


With the patient in the knee-chest position, the 
posterior fornix of the vagina herniates upward and 
forward between the two uterosacral ligaments and 
over the posterior surface of the uterus. The highest 
point of this concavity is selected for introduction of 
the trochar. At this point, about 5 cc. of 1 per cent 
Novocain solution is injected into the vaginal mucosa. 
With the patient in knee-chest position, the vaginal 
mucosa comes into direct apposition to the peri- 
toneum. Care must be taken to avoid the peritoneal 
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cavity with the anesthetic solution since the site of 
puncture comprising the vaginal mucosa, submucosa, 
perivaginal fascia, areolar space, and peritoneum is 
only 1 or 2 mm. thick. Infiltration of the areolar space 
by the anesthetic solution with dissection of the peri- 
toneum from the perivaginal fascia occasionally will 
account for failure to enter the peritoneal cavity with 
the trochar. The perineum is elevated with a Sims 
speculum, and the cervix is drawn forward and slight- 
ly downward by a tenaculum toward the symphysis. 
The trochar is locked into the cannula and with a 
sudden thrust, the trochar is introduced into the peri- 
toneal cavity. If the peritoneal cavity has been en- 
tered, there is a confirmatory hissing inrush of air as 
the trochar is withdrawn from the cannula. The sterile 
culdoscope is then inserted in the cannula and the 
Sims speculum is removed. A locking device which 
adapts the telescope to the cannula with an airtight 
rubber friction ring is furnished. In recent examina- 
tions, this piece has been omitted, and the telescope 
slides in and out of the cannula more easily as one is 
viewing the pelvis. The air-tight fit between the tele- 
scope and the cannula apparently is not necessary. 


The telescope has a range of 4 inches beyond the 
tip of the cannula so that it may be moved in or out, 
anteriorly or posteriorly, and laterally. More struc- 
tures may be brought into view by manipulation of 
the uterus with the tenaculum on the cervix or by 
suprapubic pressure being made by an assistant. I have 
had the same experience as Decker® in overhearing 
skeptical observers ask one another, “What does he 
say he sees?” The skeptic often is amazed at the clar- 
ity and detail with which individual organs and le- 
sions are seen even during his first experience with 
the culdoscope. One usually orients himself by locat- 
ing the posterior surface and fundus of the uterus, 
and then, by rotating the instrument through 45 de- 
grees, the ovaries are brought into view. By working 
medialward from the ovaries, the tubes can be located 
and followed to their cornual attachment. In some 
cases, because of peritubal adhesions, it will be im- 
possible to visualize the entire extent of the tube in 
spite of various manipulations. The broad ligaments, 
infundibulopelvic ligaments, uterosacral ligaments, rec- 
tal wall, sigmoid, and small intestine usually can be 


seen. Occasionally the appendix, cecum, and ureters 
can be seen. 


After completion of the examination, the telescope 
is withdrawn but the cannula is left in place. The pa- 
tient is allowed to assume a recumbent position while 
an assistant expresses as much air as possible through 
the cannula. The cannula is then removed and the pa- 
tient is transferred to her bed with a pillow under the 
abdomen for two hours. The trochar wound is not su- 
tured. 
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Roentgen-ray. examinations of patients up to a week 
after culdoscopy have disclosed some residual air un- 
der the diaphragm. This persistent pneumoperitoneum 
was unusual and in no case caused incapacity of the 
patient. The use of carbon dioxide has not been found 
necessary or desirable because of any untoward ef- 
fects of air pneumoperitoneum. Most of the patients 
in this series were kept in the hospital for twenty- 
four hours; some were allowed to go home on the day 
of examination if they reacted well from their pre- 
medication. There was no hesitancy in allowing those 
patients to go home who had minimal amounts of 
premedication. 


ANESTHESIA 


None of the patients in this series received. gen- 
eral anesthesia or spinal anesthesia. The anesthetic 
used in most cases was 1 per cent Novocain solution. 
A few patients received Demerol-scopolamine anal- 
gesia only and no anesthesia. TeLinde'* described the 
use of Pentothal Sodium in 2.5 per cent solution for 
general anesthesia. Intubation of the patient for gen- 
eral anesthesia in the knee-chest position becomes a 
more formidable procedure than culdoscopy itself. 
Shanaphy and Ziemba!* have used 50 to 75 mg. of 
Metycaine in an isobaric solution as spinal anesthesia 
with apparently good results; their series is admittedly 
small and the usual dangers of spinal anesthesia are 
to be guarded against. Caudal anesthesia was used by 
these same authors but was discarded as being too 
time consuming. Greene and Biezunski® have used 
20 mg. of lucaine hydrochloride, a new local anes- 
thetic of the piperidine group, in a hypobaric solu- 
tion and have stated that it is their anesthesia of 
choice for culdoscopy. 


No mortality has as yet been ascribed to any one 
of probably thousands of culdoscopies performed. It 
would seem unwise, therefore, to introduce the known 
complications of general and spinal anesthesia to an 
otherwise apparently innocuous procedure. I have not 
been impressed by the necessity of general anesthesia 
for culdoscopy, and I have not been able to attribute 
any failures to inadequate analgesia or anesthesia. 
Many patients are more fearful of general or spinal 
anesthesia than they are of what is explained to them 
as an “internal pelvic examination.” Patients having 
received Demerol 100 mg. with scopolamine grains 
1/150 an hour before examination and Demerol 100 
mg. intravenously at the time of examination are so 
well controlled by sedation that they rarely have any 
recollection of the procedure afterward. 

As the use of the culdoscope becomes more wide- 
spread, there are more and more indications found for 
the procedure. Its frequent application in the differen- 


tial diagnosis of ectopic pregnancy is detailed and 
other important indications are noted hereinafter. 


INDICATIONS 


Ectopic Pregnancy.—As Decker® has cautioned on 
numerous occasions, “Culdoscopy is not employed to 
confirm the obvious.” The patient in shock who gives 
a typical history of ectopic pregnancy and in whom 
is found a crepitant, bulging cul-de-sac and an ex- 
cruciatingly tender adnexal mass certainly should not 
be subjected to culdoscopy. However, such a clear 
textbook picture does not always exist when the pa- 
tient presents herself, and it is generally accepted that 
the accuracy of diagnosis of ectopic pregnancy is 
probably not better than 50 to 60 per cent. Krohn and 
Gotlib’? have found a fourfold increase in the inci- 
dence of ectopic pregnancy since the advent of anti- 
biotics in the last ten years. This is presumably due 
to salvage of damaged but patent tubes in which 
ectopic pregnancy is more likely to develop. 


In nearly all obscure pelvic conditions in women of 
the childbearing age, the differential diagnosis prob- 
ably will include ectopic pregnancy. Decker® has es- 
tablished definite dictums for the use of the culdo- 
scope in the diagnosis of ectopic pregnancy; these are 
as follows: “(1) When a woman in the childbearing 
age has any two of the triad of symptoms—amenor- 
rhea, abdominal pain or vaginal. bleeding—the pres- 
ence of tubal pregnancy must be considered. (2) If, 
in addition, the physical examination presents any one 
of the triad of physical findings—tubal mass, bulging 
cul-de-sac or tender cervix—the presence or absence 
of tubal pregnancy must be established.” Mortality 
rates from ectopic pregnancy are variously given as 
from 1 to 3 per cent. This rate can be improved fur- 
ther by earlier diagnosis before rupture of the tube. 
The accuracy of diagnosis of ectopic pregnancy should 
improve to 90 or 95 per cent with the aid of the cul- 
doscope. Because of the poor prognosis of untreated 
ectopic pregnancy, many unnecessary and occasionally 
harmful laparotomies are performed as a result of un- 
certain diagnosis. All obstetricians and gynecologists 
have seen the abdomen opened for ectopic pregnancy 
only to find a ruptured bleeding follicle, a bleeding 
corpus luteum, a normal early pregnancy threatening 
to abort, acute salpingitis or appendicitis, and not in- 
frequently, a normal pelvis with no lesions. Crossen” 
has stated that “...acute pain in the appendix area in 
a woman of childbearing age is due to tubal preg- 
nancy in about one-third of the cases.” 


The culdoscopic appearance of ectopic pregnancy is 
usually pathognomonic; if hemoperitoneum has oc- 
curred, clots will be found adherent to the rent in the 
tube in the case of tubal rupture or to the fimbriated 
end if tubal abortion has occurred. The tube may be 
completely enveloped in a large blood clot; if so, the 
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ovaries are examined for a bleeding point, and if none 
is found, the diagnosis is made by exclusion. In the 
case of unruptured tubal pregnancy, there is a char- 
acteristic tumefaction of the affected tube with typi- 
cal increased vascularity and distortion; the ovary on 
the affected side usually will contain an unmistakable 
corpus luteum of pregnancy. Often a small amount of 


blood can be seen staining the fimbriated end of the 
tube. 


Physiologic and Neoplastic Tumors of Ovary.— 
Culdoscopy may be indicated in some instances such 
as in the differential diagnosis of neoplastic and phys- 
iologic cysts in which laparotomy is imperative in the 
one and may be contraindicated in the other. One 
would not wish to subject a patient to laparotomy for 
removal of a simple follicular cyst, but neither would 
he wish to leave untreated an early neoplasm. Func- 
tioning ovarian tumors can be diagnosed earlier since 
they usually cause symptoms long before they become 
obvious on bimanual examination. 


Culdoscopy was indicated for Mrs. E. R., a 22 year old 
Negro woman, because of menometrorrhagia associated with 
masculinization. Menarche occurred at age 15 years, follow- 
ing which were periods of oligomenorrhea and amenorrhea 
varying from one to twelve months; however, on admission 
to the hospital, the patient complained of vaginal bleeding 
of thirty-four days’ duration—menstrual periods previously 
had been scanty and lasted only one or two days. She had 
noticed a masculine distribution of pubic hair and a mus- 
tache with excessive facial hair since the age of 16. She had 
had to shave every other day since the age of 18. She had 
broad shoulders and narrow hips but feminine habits and 
psyche. 

Physical examination revealed a definite beard which had 
been shaved recently and a masculine distribution of the 
pubic hair. The clitoris was enlarged to two or three times 
normal size. The right ovary was larger than the left, but 
both were considered to be within normal limits. Culdo- 
scopy revealed a nodule 1 cm. in diameter arising from the 
upper pole of the right ovary. The left ovary was slightly 
enlarged, containing multiple small follicle cysts. Prolifera- 
tive endometrium was obtained by curettage immediately 
following culdoscopy. Three weeks later a right oophorec- 
tomy and left ovarian wedge resection was performed. The 
pathologic report was multiple follicle cysts of the left 
ovary with granulosal cell tumor of the right ovary. Ten 
months after surgery, the clitoris was approaching normal 
size, facial hair was regressing, and menses were occurring 
every twenty-eight to thirty days and lasting four to five 
days. This case was thought to be one of Stein-Levinthal 
syndrome with concomitant granulosal cell tumor. 


Chronic Lower Abdominal Pain Without Discern- 
ible Cause——One is occasionally hesitant to place an 
otherwise stable person in the psychosomatic group 
after exhaustive studies have failed to reveal an or- 
ganic cause of her chronic pelvic pain. A laparotomy 
performed in good faith is frequently only the first of 
many to be performed in the future for so-called 
“lysis of adhesions.” On the other hand, culdoscopy 
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will reveal that many of these patients may have un- 
suspected endometriosis, adenomyosis, or chronic sal- 
pingitis which can explain adequately their complaints, 
and the stigma of a functional diagnosis can be 
avoided. 


Dysmenorrhea, Menometrorrhagia, or Amenorrhea. 
—Culdoscopy may remove “idiopathic” and “func- 
tional” from many diagnoses and, in dysmenorrhea, 
menometrorrhagia, or amenorrhea substitute endo- 
metriosis, adenomyosis, pelvic tuberculosis, or pelvic 
inflammatory disease. The diagnosis of the Stein- 
Levinthal syndrome is not always possible from the 
pelvic examination, whereas the culdoscopic appear- 
ance of the large, pale, white ovaries with their thick 
tunica albuginea is often distinctive. 


Sterility—It is in the investigation of sterility that 
culdoscopy should have more frequent application. In 
the study of the barren couple in whom all other rou- 
tine studies have been performed without success, cul- 
doscopy not infrequently will disclose unsuspected 
pathologic conditions to account for the sterility. 
Hysterosalpingography will not disclose the location 
of the ovary in relation to the fimbriated end of the 
tube. Decker* has shown that there is a definite 
mechanism of the ovary and its proper ligament and 
of the fallopian tube at the time of the expulsion of 
the egg from the follicle. This mechanism causes a 
change in the position of the tube and ovary that fa- 
cilitates reception of the ovum into the tube. Fixation 
of the tubal fimbriae or ovary in a manner to interfere 
with this mechanism may be a factor in the failure to 
conceive. Endometriosis as a cause of sterility can be 
diagnosed while in an early resectable stage before 
palpable evidence is available. Patency of tubes can 
be determined by injecting a dilute solution of indigo 
carmine through a cervical cannula; in cases of tubal 
occlusion, the site of occlusion can be visualized and 
the nature of the remainder of the tube examined in 
order to determine the feasibility of salpingoplasty. 
The physiology of the ovary can be partially deter- 
mined by observation for ripe follicles, recently rup- 
tured follicles, and corpora lutea. Response of the 
ovary to endocrine or irradiation therapy can be fol- 
lowed by periodic culdoscopy, if desired; there is no 
contraindication to repeated culdoscopy of the same 
patient. 


CONTRAINDICATIONS 


Culdoscopy is contraindicated in the presence of a 
fixed mass in the cul-de-sac. Occasionally the uterus 
in third degree retroversion can be made to fall for- 
ward out of the cul-de-sac and culdoscopy becomes 
possible. Culdoscopy should not be attempted if there 
is an acute vaginitis or profuse leukorrhea; however, 
acute or subacute pelvic inflammatory disease has not 
been complicated by culdoscopy. Senile or congenital 
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stricture of the vagina, especially of the vault, makes 
the procedure difficult or impossible. Patients with 
congestive heart failure or other medical conditions 
in which the respiration or circulation may be em- 
barrassed should not be subjected to culdoscopy. 


COMPLICATIONS 


In the present series of cases, no serious complica- 
tions occurred. However, in 1 patient the trochar en- 
tered a serous cystadenoma and about 75 cc. of clear 
serous fluid was obtained. The patient was not mor- 
bid, and when she was operated upon four weeks 
later, the cyst had re-formed and there was no evidence 
of the previous accident. Decker* has reported a case 
in which the rectum was entered but in which healing 
occurred spontaneously without morbidity. TeLinde!+ 
had 1 case in which subcutaneous emphysema of the 
upper trunk developed but which disappeared within 
four days without harm or discomfort to the patient. 


SUMMARY 


Culdoscopy is defined and a brief history of the 
development of the culdoscope is given. 

The author’s experience with 60 cases of culdoscopy 
is reported from the standpoint of the indications and 
diagnoses possible. 

A simplified technique of culdoscopy, as described 
by Decker and modified by the author, is presented. 

Local infiltration anesthesia is advised in preference 
to either spinal or general anesthesia in order to avoid 
introduction of a possible source of morbidity and 
mortality in an otherwise innocuous procedure. 

The special indication of the culdoscope in the 
diagnosis of ectopic pregnancy is discussed in respect 
to its improvement of the percentage of correct diag- 
noses, thereby lowering the present mortality rate of 
ectopic pregnancy. 

The general indications for use of the culdoscope 
are discussed with particular emphasis on its use in 
sterility problems. 

Failure of the instrument is usually traceable to the 
operator and his failure to observe the few contrain- 
dications which are listed. 

Complications are discussed, none of which has re- 
sulted in morbidity or mortality. 
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ABSTRACT OF DISCUSSION 


Dr. J. R. HARRIS, JR., Lubbock: The well trained gyne- 
cologist is able to palpate the female pelvis in the vast ma- 
jority of cases with such accuracy that the use of special diag- 
nostic instruments is the exception rather than the rule. 
There are, of course, conditions in which the physical find- 
ings are indefinite and patients whose habitus makes exam- 
ination difficult. In these, many times the diagnosis is only 
a presumption. It is in these cases that the comparatively 
harmless method of viewing the internal pelvic organs is 
usually preferable to laparotomy. As has been clearly stated 
by the foremost exponent of the method, Decker, culdoscopy 
should not be employed to confirm the obvious. 


Dr. Colwell has presented an excellent summary of the 
history, variations in technique, indications, and his own 
experience with this diagnostic method. I have never been 
quite as enthusiastic about the culdoscope, but I believe that 
my extensive inexperience may be partially responsible. 
However, I am much in accord about the use of infiltration 


anesthesia and heavy analgesia rather than the more haz- 
ardous methods of anesthesia. 


At present, it is my belief that the use of the culdoscope 
in private practice is to some extent limited to the diagnosis 
of unruptured ectopic pregnancies, to the evaluation of the 
extent of endometriosis, and to a lesser degree, as an adjunct 
in the study of sterility and ovarian disease. I feel sure that 
as my Own experience grows so will my list of indications, 
and it is my hope that many useless laparotomies eventually 
will be replaced by this or some similar method which per- 


mits a short hospitalization and carries with it such a low 
morbidity. 


STUDENT AMA JOURNAL 


In the October issue of the Journal of the Student Amer- 
ican Medical Association several changes in format are noted. 
The publication has added such things as a picture supple- 
ment, “Medicine in Focus,” which tells the story of medical 
progress in photographs and brief captions; a monthly col- 
umn devoted to medicine and the law; case histories of 
quack devices and cures; and a two-page insert containing 
association news of general interest. 

Physicians and friends of SAMA may receive the student 
Journal and become honorary members by applying and 
paying $5 annual dues to the SAMA headquarters, 535 
North Dearborn Street, Chicago 10. 
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WILLIAM P. GIVEN, M.D., 


Patients with menstrual irregu- 
larities, be they minor or pronounced, are seeking 
medical care in increasing numbers. This is doubtless 
the result of education directed chiefly toward the 
early diagnosis and treatment of cancer. It is fair to 
estimate that less than 1 per cent of these patients 
will have any form of malignancy of the genital tract. 
By the usual diagnostic procedures such as smears, 
biopsy, and curettage, benign organic lesions will be 
found in perhaps another 10 to 20 per cent of the 
patients. This treatise is concerned with the proper 
management of the remainder of the cases, those in 
which the pelvic organs are normal or in which the 
lesions present are considered unrelated to the ab- 
normal bleeding. These patients usually are treated 
with repeated curettage or hormone therapy or a com- 
bination of the two. The irregular bleeding of the 
entire group too often has been considered functional, 
and, since this is often not the case, failure in treat- 
ment results. When the abnormal bleeding is the re- 


sult of an obscure organic lesion, hormone therapy 
never can be successful. 


It is important, then, to have a simple, workable 
approach in differential diagnosis. Three questions 
need to be answered: (1) Is the abnormal bleeding 
due to hormone insufficiency; is it “functional”? (2) 
Is it due to hidden or seemingly insignificant organic 
lesions? (3) Could this bleeding be due to both or- 
ganic disease and hormone dysfunction? 


Normal ovarian cycles result in normal menstrua- 
tion. This simple physiologic fact affords the basis 
for differential diagnosis. Let us review the events of 
a normal cycle. Figure 1 demonstrates the important 
events. Here are shown the hormone levels, the re- 
sultant size of the endometrial mass, and the biphasic 
temperature curve. Ovulation results in a rapid pro- 
duction of estrogen and progesterone. There is a rapid 
decrease in these hormone levels at the termination 
of corpus luteum activity. Markee has shown that this 
rapid fall in hormone level is the responsible event 
which leads to coiling of the arterioles, ischemia, necro- 
sis, and complete shedding. Hence the conclusion: 
ovulation followed by good elaboration and regres- 
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sion of the corpus luteum results in normal menstrua- 
tion unless organic disease is present. 


DIFFERENTIAL DIAGNOSIS 


The first step in differential diagnosis is to deter- 
mine if the patient is ovulating. This can be accom- 
plished by any one of three relatively simple methods. 
(1) If a record of the patient’s temperature on awak- 
ening shows a biphasic basal temperature curve with 
a sustained midcycle rise, that is a reliable indication 
that the patient has ovulated. (2) The finding of an 
advanced secretory endometrium by curettage or en- 
dometrial biopsy is indicative of ovulation and the 
elaboration of adequate amounts of progesterone. (3) 
There are changes typical of ovulation that can be 
seen by studying the daily vaginal smear. 

At the Women’s Clinic, New York Hospital, there 
has been created a separate department in the Gyne- 
cological Clinic to which the patients are referred for 
study. Many patients have had curettages before ad- 
mission to this department; others come for evalua- 
tion and observation to see if surgery is necessary. 


Organic Bleeding 


To demonstrate the steps in differential diagnosis 
the history of a patient with marked recurrent menor- 
rhagia resulting from an organic lesion is related: 


M. L., a 23 year old housewife, nulliparous, was seen com- 
plaining of extremely severe painless bleeding each month. 
A curettage had been done eighteen months before with 
improvement for two or three periods. Careful pelvic exam- 
ination revealed no apparent cause for the abnormal bleed- 
ing. Other than a moderate degree of cervical erosion, 
the examination was normal. The patient was asked to record 
her daily rectal temperature on awakening. On a return visit 
an endometrial biopsy sample was obtained a few days be- 
fore the expected onset of bleeding. The temperature curve 
was biphasic with a midcycle rise, and the endometrium 
showed an advanced secretory pattern. From these simple 
findings it was concluded that there must be an organic 
cause for the bleeding. Decision was made to treat the cer- 
vical infection before resorting to further diagnostic pro- 
cedures. Electrocautery was performed, and by the second 
menstrual period, the flow became normal and remained so. 


In this case, a moderately severe cervical infection 
was the cause for the menorrhagia. Had the patient 
not responded to treatment of the cervical infection, 
or had no cervical lesion been present, the next step 
in the diagnosis should have been an investigation of 
the uterine cavity by means of (1) hysterography 
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and, if this were normal, (2) examination under an- 
esthesia, with a repetition of curettage. Hysterog- 
raphy, using a contrast substance of low viscosity, has 
enabled us to demonstrate small lesions that have been 
missed on previous curettage. Lesions that are often 
missed or improperly evaluated are (1) cervicitis, 
(2) endocervicitis, (3) polyps, (4) submucous myo- 
mas, (5) an abnormally large endometrial cavity, (6) 
adenomyosis, and (7) severe retroversion. 


If hysterography or careful curettage fails to reveal 
the cause for the abnormal bleeding in patients who 
are ovulating, search for blood dyscrasias or defects 


Progesterone 


FIG. 1. The normal ovarian cycle showing changes in hormone 
levels, size of the endometrial mass, and basal temperature. 


in the clotting mechanism should be undertaken. In 


the majority of patients, the cause of the abnormal 
flow can be determined. 


To repeat, the differential diagnostic procedure 
starts with a record of basal body temperature and a 
biopsy of the endometrium just prior to bleeding. 
When there is evidence of ovulation, the bleeding 
cannot be construed as functional, and hormone ther- 


apy is not indicated. Thorough search for the cause 
must be made. 


Functional Bleeding 


When there is no ovulation, the endometrium be- 
ing proliferative or hyperplastic, the bleeding can be 
considered functional and the patient treated with 
progesterone. Success in such a therapy is often an 
aid in differential diagnosis. Treatment consists of 
further building up of the endometrium with proges- 
terone and then withdrawing this support. This re- 
sults in a thinning and packing of the endometrial 
mass followed by the vascular crisis, which ends in 
menstruation and complete shedding. Figure 2 dem- 
onstrates the events of progesterone therapy. This fur- 


ther build-up of the endometrial mass followed by the 
sudden withdrawal of support simulates the events of 
a normal ovarian cycle. It is merely substitution of 
that hormone which is lacking in the functional 
bleeder—progesterone—the hormone which results 
from ovulation. We are speaking here of control. The 
only cure of the functional bleeder is to effect ovula- 
tion. 

Patients often are seen for the first time during an 
acute bleeding episode. A biopsy sample can be taken 
and therapy started even before the report is obtained. 
The average dose consists of 200 mg. of progesterone 
administered parabucally.* The patient places a 10 
mg. tablet between the gum and the cheek, and al- 
lows it to dissolve slowly. She can place a tablet on 
each side after meals, thus using six daily and com- 
pleting the medication in three days. There is some 
diminution of the flow of blood during therapy and 
complete shedding begins two or three days after it is 
finished. Not infrequently there is so little endome- 
trium left that no withdrawal bleeding occurs. Pa- 
tients are then observed to determine whether medi- 
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FIG. 2. Effect of progesterone administration in a low level estrogen 
anovulatory cycle. 


cation is to be given in the months to follow. The pa- 
tient reports by the twenty-second day of the cycle. If 
the basal body temperature chart indicates that ovula- 
tion has occurred, a normal menstrual period may be 
anticipated. If ovulation has not occurred, it is advis- 


able to effect another complete shedding of the endo- 
metrium. 


Mrs. L. B., a 29 year old married woman, para 2, gravida 
2, was admitted to the hospital in mild shock, wtih a hemo- 
globin of 4 Gm., complaining of profuse vaginal bleeding 
for seven days. The patient had always had normal men- 
strual cycles until several months before admission, at which 
time the periods occurred forty days apart instead of her 
usual twenty-eight days and lasted nine to ten days, with 
bleeding of hemorrhagic proportion. A dilatation and curet- 
tage revealed hyperplasia of the endometrium. The patient 
was discharged and was seen again in seven weeks bleeding 
profusely. An endometrial biopsy specimen was procured, 


*Lutocylol Linquets. Kindly supplied by Ciba Pharmaceutical Prod- 
ucts, Summit, N. J. 


TEXAS State Journal of Medicine 











MENSTRUAL IRREGULARITIES — Given & Gause — continued 


and the patient instructed to take 60 mg. daily of proges- 
terone for three days. The bleeding promptly subsided. A 
short mild period followed the completion of the proges- 
terone therapy. The biopsy showed hyperplasia. The patient 
then was instructed to take her basal body temperature daily 
and to report to the clinic the third week of each cycle. 
During the next three months there was no indication of 
ovulation by the twenty-third day, so a course of the pro- 
gesterone was administered from the twenty-third to the 
twenty-sixth day of the cycle. By the fourth month sponta- 
neous ovulation occurred and menstruation was normal. 

As this disorder of irregular bleeding has been ob- 
served in hundreds of patients, several facts seem to 
have been crystallized. (1) The rectal temperature 
measured when the patient awakens is adequate proof 
of the presence or absence of ovulation. (2) Endo- 
metrial biopsy is of value in further determining the 
degree of corpus luteum elaboration. (3) The true 
functional bleeder can be controlled with hormone 
replacement therapy. (4) When adequate progester- 
one is administered to the patient with proved hyper- 
plasia and when menorrhagia persists, the presence of 
organic disease coexisting with the hyperplasia must 
be accepted. 


Combination Bleeding 


Following is the history of a case involving both 
organic disease and hyperplasia. 

Mrs. E. D., aged 50 years, had bled irregularly and at 
times excessively for more than a year. A curettage done 
one year before showed no irregularity of the cavity, and 
the tissue obtained showed hyperplasia. Several months of 
amenorrhea followed the curettage, and then the abnormal 
bleeding began again. The patient received progesterone, 
60 mg. daily, until 200 mg. had been given. After three 
days the patient had good withdrawal bleeding, but the 
flow continued. A hysterogram was not made because of 
excessive flow. The patient was admitted to the hospital for 
a repeat dilatation and curettage. Curettage again failed to 
reveal any abnormality of this normal sized uterus. In view 
of the patient’s age, hysterectomy was performed, and a 
pedunculated fibroid arising from the summit of the endo- 
metrial cavity was found. 

This patient had both functional and organic bleed- 
ing. The organic lesion was missed even on curettage, 
and hysterectomy was performed because of the fail- 
ure of the hyperplasia to respond to adequate pro- 
gesterone therapy. 


SUMMARY 


Since it is obvious that all abnormal menstrual 
bleeding must have a cause, the first step in differen- 
tial diagnosis is to determine whether the menor- 
rhagia is related to true organic disease, however ob- 
scure, or to hormone insufficiency, or to both. This 
differential diagnosis is of the greatest importance be- 
cause irregular bleeding due to organic disease will 
not respond to hormone replacement therapy, and 
that due to hormone insufficiency will not respond 
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permanently to curettage. Particular reference has 
been made to the patient who has chronic recurring 
menorrhagia that has not responded to curettage or 
hormone therapy. Pelvic examination may reveal no 
abnormality or minor abnormalities that are not con- 
sidered significant enough to cause the irregular 
menses. A simple physiologic concept that will aid 
the physician in distinguishing organic from func- 
tional disease has been stated; namely, in the absence 


of organic disease or pregnancy, ovulation results in 
normal menstruation. 
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ABSTRACT OF DISCUSSION 


Dr. ToM L. HUSBANDS, Waco: The problem of men- 
strual irregularities is one of the most frequent and trouble- 
some encountered by the physician who treats women. Dr. 
Given and Dr. Gause have presented a practical approach 
to an accurate diagnosis, which is required if effective treat- 
ment is accomplished. 

The use of progesterone orally is of real interest to me. 
I have used this form of therapy for menorrhagia for several 
years with gratifying results. However, I have not used as 
large doses as the essayists recommended. The dosage which 
I have used is 10 mg. daily for ten days beginning approxi- 
mately fourteen days before expected onset of menses. 

It was of further interest to me that Dr. Given and Dr. 
Gause did not mention the use of estrogen, either orally or 
by “shots.” Gynecologists are in agreement, I believe, that 
estrogens have been used indiscriminately with harmful ef- 
fects in many instances. There are some cases, however, in 
which the combined use of estrogen and progesterone is in- 
dicated. All gynecologists have seen functional uterine bleed- 
ing or menorrhagia treated with repeated injections of estro- 
gen with no attempt at a diagnosis. This practice naturally 
is to be condemned. 

It should not be assumed, nor do I believe that the essay- 
ists meant to imply, that all menorrhagia classed as func- 
tional uterine bleeding is due to endometrial hyperplasia. 
Hamblen reported the detailed endometrial findings in 301 
cases of functional bleeding as follows: hypoestrogenic or 
atrophic 13.9 per cent, normal estrogenic 2 per cent, per- 
sistent estrogenic 34.5 per cent, hyperestrogenic or hyper- 
plastic 25.6 per cent, mixed estrogenic plus patchy progesta- 
tional 12.9 per cent, and progestational 11 per cent. 

Finally, I should like to emphasize that four of the most 
valuable hormones used in gynecology today, namely, thy- 
roid extract, testosterone, estrogen, and progesterone, can be 
given by mouth with excellent results and at less cost to the 
patient than by injection. 


More than 500 current journals are received each month 
in the Memorial Library of the Texas Medical Association. 
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ENDOMETRIOSIS IN PRIVATE PRACTICE 


JOE R. DONALDSON, M.D., 


To those of us in the practice of 
general surgery in the smaller communities, gynecol- 
ogy and gynecologic surgery is a big part of our 
private practice. Of this, endometriosis is an every- 
day problem—much more commonplace than we 
realize. 

In this paper, I will present the results of 280 
pelvic laparotomies performed by our clinic staff dur- 
ing the past three years. In these 280 laparotomies 
there were 60 cases of proved pathologic endome- 
triosis, a percentage of 21. 

Novak defined endometriosis as “the condition in 
which tissue resembling more or less perfectly the 
uterine mucous membrane occurs aberrantly in various 
locations in the pelvic cavity.” Endometriosis found 
in the wall or musculature of the uterus is known as 
adenomyosis. If a tumor mass is present, the term 
adenomyoma is used. Cystic areas of endometriosis, 
usually involving the ovary, are known as endome- 
trial cysts or chocolate cysts. 

Endometriosis is a relatively recently recognized 
disease, being first described by several authors in the 
late 1880's. Cullen made the first contribution to 
American literature in 1897 in describing adenomyo- 
sis. In 1921 Sampson in his excellent paper introduced 
the term endometriosis and presented the problem in 
its proper sphere. 

Endometriosis is certainly being recognized more 
frequently, but the actual incidence also is increasing. 
We would have expected the surgeons of thirty or 
fifty years ago to recognize and describe the typical 
nodular chocolate cystic areas of endometriosis «if it 
had been commonplace in their day. 

Meigs has stated that late marriage, infrequent 
pregnancies, and contraceptive measures are the causes 
for this increase. Statistics based on charity patients, 
in whom early marriage and frequent pregnancies are 
common, show the incidence of endometriosis much 
lower than on private patients, in whom later mar- 
riage and infrequent pregnancies are more common. 

Grossly the lesions of endometriosis may vary in 
size from microscopic areas to large cystic masses 
filling the entire pelvis. As a resident, I encountered 
1 case of endometriosis that filled the entire abdomen 
and was thought preoperatively to be a cystadenocar- 
cinoma. A dense fibrous reaction is characteristic of 
any area of endometriosis. The endometrial columnar 
cells undergo changes similar to the uterine endo- 
metrium in response to hormonal changes. The bleed- 
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ing that occurs produces cysts which soon become 
dark brown in color; hence the term chocolate cysts. 
The endometrial tissue tends to invade the surround- 
ing tissue, which, along with extreme fibrous adhe- 
sions, produces the typical nodular frozen pelvis of 
advanced endometriosis. 


There are several theories to explain the origin of 
endometriosis. 

1. The embryonic theory, of historical interest large- 
ly, is based on the assumption that embryonic rests 
exist and later differentiate. 

2. The implantation theory proposed by Sampson 
is the best known and the most widely accepted. It is 
backed by the assumption that living endometrium is 
detached from the uterus during menstruation, labor, 
or surgical procedures and is implanted on various 
sites in the pelvis. 

3. According to the metastatic theory, spread of 
endometrium by vascular and lymphatic channels 
would explain some of the distant sites where endo- 
metriosis has been found. 

4. The idea of metaplasia, supported by Novak and 
others, is that endometriosis represents a transforma- 
tion of primitive celomic epithelium into endometrial 
epithelium under the stimulus of hormonal and in- 
flammatory influences. 

Most authors believe that endometriosis is best ex- 


plained by a combination of one or more of the above 
theories. 


TYPICAL CASE 


In a typical case, the patient who comes to the 
physician’s office is in the late thirties or early forties. 
She has probably had 1 or possibly 2 children, the 
youngest being several years of age. There is a his- 
tory of dysmenorrhea that usually has occurred within 
a period of a few months and has been progressive. 
This may be severe and require narcotics for relief. 
Menstrual irregularity of both menorrhagia or metro- 
rrhagia may be present. Backache and pelvic tender- 
ness and pain are common symptoms, usually worse 
before and during menstruation. Dyspareunia may be 
the presenting complaint, the sudden inability to tol- 
erate intercourse bringing the patient to the doctor. 
Bladder, bowel, and ureteral obstructive symptoms 
may be present. 

On pelvic examination, the findings may not coin- 
cide with the symptoms or tenderness about which 
the patient complains. On the other hand a nodular 
frozen pelvis may be relatively asymptomatic. Gener- 
ally, tenderness and pain is more marked, especially 
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near the menstrual period, than on ordinary pelvic 
examination. Firm, tender nodules may be palpated 
on the uterus itself or along the uterosacral ligaments. 
One or both ovaries may be cystic. Rarely will a cyst 
rupture and endometriosis present itself as an acute 
condition of the abdomen requiring surgery. 

There is usually no history of pelvic inflammatory 
disease, and heat usually will aggravate the symptoms. 

The use of testosterone often will afford some re- 
lief and will aid in the diagnosis. 


This is the usual patient, and often the orthopedic, 


genitourinary, or rectal specialist will be consulted 
first. 


REVIEW OF SERIES 


As stated previously, in three years our group per- 
formed 280 pelvic laparotomies with 60 cases of 
proved endometriosis (in 59 patients), an incidence 
of 21 per cent. This figure is about average as com- 
pared with several reports in the literature. I have no 
statistics on the probable incidence of endometriosis 
in our office practice. 


Age.—The average age of the patients in the series 
was 38.3 years—a somewhat older average than in 
most reports. The youngest was 22 (one of our 
nurses) and the oldest 54 years. The greatest number 
occurred in the group 40 to 44 years. 

Parity.—Sterility is expressed as a common prob- 
lem in patients with endometriosis. However, the 
number of children in our group was surprising to 
me. The average was 2.2 children per patient. Seven 
had 0, 8 had 1, 24 had 2, 17 had 3 or more, of whom 
2 had 6 and 1 had 7. Of the 7 who had no children 
2 were single, which would raise the average for the 
married patients even higher. Stearns reported only 77 
out of 139 who had borne children, usually only 1 or 
2. Other reports of a relative sterility of 50 per cent are 
not uncommon. These figures of fertility in our series 
certainly speak well for the previous conservative 
treatment in these 60 cases. 

Previous Pelvic Surgery—According to the theory 
of transplantation, previous pelvic surgery would be 
a factor in the production or incidence of pelvic en- 
dometriosis. Twenty-five patients out of the 60 cases of 
endometriosis had had no previous surgery. Salpingec- 
tomy and salpingectomy with unilateral oophorectomy 
were the most common previous operative procedures. 
Counseller in 1951 reported 53.8 per cent with no 
previous surgery in 1,342 cases. 

Preoperative Diagnosis—The diagnosis of endo- 
metriosis is made more often today than formerly. 
The diagnosis is the basis of conservative treatment. 
Still, preoperatively, the diagnosis was made in only 
27 cases. Fibroid, pelvic tumor, and ovarian cyst were 
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the common preoperative diagnoses in those cases 
that were not diagnosed endometriosis. 

Postoperative Diagnosis—The diagnosis of endo- 
metriosis was made in 50 cases after the gross lesion 
was visualized. Besides endometriosis, the other patho- 
logic diagnoses in order were chronic cervicitis, fibro- 
myomas, and proliferative or hyperplastic endome- 
trium. In addition, there was 1 case of acute appendi- 
citis, 1 dermoid cyst of an ovary, and 1 accessory 
adrenal gland in the fat of the umbilicus. 

Site of Endometriosis—In the small series of 60 
cases, the most common site was both ovaries, fol- 
lowed closely by the uterus, cul-de-sac, one ovary, and 
tubes. One case involved the abdominal wall scar of 
a previous cesarean section and one a hernial sac. In- 
volvement of the rectum or sigmoid was not uncom- 
mon in those cases of pelvic or cul-de-sac involve- 
ment. In other and larger series endometriosis has 
been found in many variable sites over the body. 

Symptoms.—Although the histories were often not 
as detailed and lengthy as desirable, several symptoms 
were prominent. Dysmenorrhea that was progressive; 
backache at the menses; irregularity of periods, either 
menorrhagia, metrorrhagia, or both; lower abdominal 
pain, fullness, and tenderness; and painful intercourse, 
especially at or near the menses, were the striking 
symptoms. 

Most of these symptoms were of relatively short 
duration, varying from a few months to several years. 
The average was probably six to twelve months. Pro- 
gression of severity was the outstanding feature of 
the symptoms. 

Treatment.—Ilf the patient is in the younger age 
group and desires children or additional children, she 
should be treated conservatively, preferably by med- 
ical management. In Counseller’s report only 25 per 
cent of the patients with endometriosis were operated 
upon. The others were treated medically. Medical 
management involves the use of testosterone and the 
encouragement of further fertility. Good results have 
been reported in the literature by the use of testoster- 
one. Fewer cases will come to surgery under a planned 
conservative regimen. 

If a pelvic laparotomy is done in a patient in the 
childbearing age who desires children, conservative 
surgery (preservation of childbearing organs) is done 
if possible. In Counseller’s series conservative surgery 
was done in 11.6 per cent of the cases. 

In the older patient with one or more children, re- 
lief of symptoms should be the primary surgical ob- 
jective and not the preservation of ovarian function. I 
am sure many will disagree with this viewpoint, but 
our group believes the problem of. menopause to an 
intelligent patient is easier to cope with than the re- 
currence of symptoms, the necessity of another opera- 
tion, or the use of irradiation therapy. 
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In our series there were 54 who had radical surgery 
at the time or combined with previous surgery. These 
included 2 subtotal hysterectomies done because of 
the technical difficulties encountered at the time of 
surgery. There were 2 cases in which childbearing 
tissue was left intact and an additional 3 cases in 
which ovarian tissue was purposefully left. 

In 1 case a hysterectomy was not done because of 
adhesions to the rectum and bladder. Following roent- 
gen-ray therapy a hysterectomy was done later for 
continued uterine bleeding, bringing the total cases 
to 60. 

These figures are considerably more radical than 
most reported statistics. However, in view of the aver- 
age age (38.3 years) and the average parity (2.2) of 
our patients, the procedures used are less striking. 

Regardless of statistics each individual case has to 
be evaluated before surgery and at the time of sur- 
gery as to age, children, severity of symptoms, and de- 
gree of involvement of the endometriosis. 

Irradiation therapy is an adjunct to surgical ther- 
apy. In 5 of our cases roentgen ray was used when 
there was a recurrence of pelvic endometriosis after 
radical surgery. 

The complications of the spread or invasion of en- 
dometriosis into adjoining tissue is another problem 
and will not be discussed here. The results in our cases 


have been gratifying. The more radical the surgery, 
the better the relief of symptoms and the better the 
results. 


CONCLUSIONS AND SUMMARY 


Endometriosis is a problem that one meets every 
day in general practice. It is a disease that tends to 
progress and invade. It should be recognized and diag- 
nosed early when conservative management is of value. 
Acquired progressive dysmenorrhea, menometrorrha- 
gia, tenderness and pain of the lower part of the ab- 
domen, backache, and dyspareunia are common com- 
plaints. 

Surgery for endometriosis can result in an extremely 
grateful patient and possibly prevent the problem of 
psychoneurosis or drug addiction. 

A general introduction including the definition of 
endometriosis has been presented. The pathology of 
endometriosis and the theories of its etiology have 
been outlined. A typical case of endometriosis has 
been discussed. A review of 60 cases of endometriosis 
has been presented. 
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ABSTRACT OF DISCUSSION 


Dr. E. W. COYLE, San Antonio: Dr. Donaldson’s paper 
again calls to attention a controversial subject which con- 
cerns all of us who treat women. 

The incidence of endometriosis as reported by Dr. Don- 
aldson in his group is almost that as reported by others with 
private patients. 

One cannot disagree with the manner in which Dr. Don- 
aldson’s group managed the 60 cases described in his paper 
in which 54 had complete operations. One would like to see 
a breakdown of the ages of these patients and how many, 
if any, had had conservative therapy preoperatively—espe- 
cially the younger persons. Also what complications were 
encountered in these patients after complete operations. 

“Conservative” surgery has a Jimited place in treatment 
of endometriosis and should be reserved for patients strongly 
desiring further childbearing or in whom the endometriosis 
is minimal or clinically insignificant. Certainly these persons 
should be told that later in life they may have to have fur- 
ther surgery or irradiation therapy. 

It should be emphasized that the presence of clinically 
recognizable endometriosis is not necessarily an indication 
for surgery. Some physicians hold for the most part that en- 
dometriosis is an asymptomatic condition which is self lim- 
ited and requires no treatment. Some of us may agree to this 
statement especially in the younger age group and during 
the childbearing period or in the high strung, nervous and 
unstable woman in whom castration would be more haz- 
ardous than continued medical treatment. 

Symptomatic relief can be obtained in these patients by 
suppression of menstruation through use of estrogens of 
androgens. It is probable that these drugs actually cause re- 
mission of the disease, and should be used especially in 
younger patients. 

Dr. Donaldson stated that endometriosis is a relatively re- 
cently recognized disease, and he and others report that it 
occurs more frequently in private patients than in charity 
patients. It has been my observation that this disease is more 
frequently seen in fair skinned blondes and redheads than 
brunettes. I rarely if ever see it in the better class of Mex- 
ican patients who are usually marked brunettes. 

Dr. KARL JOHN KARNAKY, Houston: I have been trying 
to find the cause and a treatment for endometriosis for more 
than fifteen years. 

I can now diagnose endometriosis more often by cutting 
out from 4 to 6 “blood spots” or “strawberry areas” from 
the pelvic organs, placing them on a flat plate, and dropping 
them into a separate jar of formalin and labeling them en- 
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dometriosis. It has been shown that tissue taken at the oper- 
ating table and treated as described and tissue taken two to 
six hours later from the gross specimen were entirely dif- 
ferent, with no endometriosis being found in the latter be- 
cause the blood had gone out from these lesions. 


Charity patients have endometriosis about as often as pri- 
vate patients, if the physician will look for it by the method 
just described. 

I have removed the endometrium from patients at hys- 
terectomy and placed part of it in the incision. If both 
ovaries were removed, the giving of estrogen or estrogen 
plus progesterone failed to produce endometrial growth of 
this implant. If the ovaries and uterus were left in, the im- 
plant grew and bled each month. I have studied 40 patients 
with implants from their own endometrium imbedded in an 
incision or in the labia at the end of an operation. 


One patient had endometriosis in an incision. Part of her 
endometrium was implanted near this endometriosis. The 
giving of large and continuous doses of des-stilbestrol 
caused the original endometriosis to disappear, but the en- 
dometriosis of the implant became larger and larger. Per- 
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haps endometriosis is due to metaplasia more often than is 
usually thought and less often to a spill of endometrial tissue 
through the tubes. 

I have observed that many cases of endometriosis can be 
corrected by giving gradually increasing and then continuous 
doses of Desplex (vitaminized micronized stilbestrol) (up 
to 100 mg. or 1.5 grains) daily. This treatment may save 
about 65 per cent of patients from being operated on for 
endometriosis and is recommended for progressive dysmeno- 
rrhea and dyspareunia due to painful nodules in the pos- 
terior cul-de-sac. The Desplex should be supplemented by 
vitamin B complex, trace elements, and vitamin C, together 
with a high protein, no fat, and abundant vegetable (includ- 
ing noncooked, green leaf vegetables) diet. Even if sur- 
gery is indicated, Desplex given for two to eight weeks prior 
to operation may make it easier because of the marked 
atrophy of the ovaries that it produces. 

If 0.05 mg. of Desplex is given daily for forty days or 
through one menstrual cycle and if the menses is made more 
painful thereby, the patient probably has endometriosis. This 
is a useful diagnostic aid. 

It is hoped that more physicians will give these patients 
large and increasing doses of vitaminized micronized stilbes- 
trol instead of operating for endometriosis. 





Pelvic Evisceration in Advanced Pelvic Malignancy 


E. M. CYRUS, JR, M.D. FACS., 


and R. L. SEWELL, M.D. FACS., 


Fort Worth, Texas 


Tue operation of pelvic evisceration 
has broadened the scope of palliation and increased 
the possibility of cure in advanced carcinoma of the 
cervix. Total pelvic evisceration involves the removal 
of the uterus, tubes, ovaries, urinary bladder and 
urethra, rectum, vagina, lymph nodes of the pelvis, 
and external genitalia. Extensive removal of only a 
portion of these organs is termed “partial pelvic 
evisceration.” This operation is deemed feasible in 
some cases because the natural history of this disease 
is such that many patients dying of carcinoma of the 
cervix do so while the malignancy is still limited to 
the pelvis. Such patients may be considered candidates 
for total pelvic evisceration. 


In a recent series of patients with cervical carci- 
noma at Charity Hospital in New Orleans the primary 
cause of death in 51.6 per cent was uremia; in 13.7 
per cent, hemorrhage; and in 4.8 per cent, intestinal 
obstruction.? Thus, in 69 per*cent of the patients, 
death occurred from local causes rather than from dis- 
tant metastasis. In the cases subjected to autopsy, 
metastases outside the pelvis were found in 32.9 per 
cent, and in those not subjected to autopsy, metastases 
were diagnosed in only 14.1 per cent. Similarly, in a 
series of autopsies done at Memorial Hospital in New 
York, it was noted that in 50 per cent of patients 
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dying of cervical carcinoma there was no spread be- 
yond the pelvis, and in 100 cases at the Roswell Park 
Memorial Hospital in Buffalo, N. Y., 40 per cent of 
patients died from the local effects of the disease. 

As can be seen from these figures, if total pelvic 
evisceration can be effected in those patients with dis- 
ease limited to the pelvis, some have a chance for sur- 
vival. It is our opinion that women should be selected 
for this operation when all other measures have failed. 
At present, irradiation is the treatment of choice in 
most cases of invasive cervical carcinoma. The largest 
series of these cases reported is by Brunschwig.’ In 
87. total pelvic eviscerations he had 13 patients to 
die within the first month. About one-fourth of 
these 87 patients could be classed as hospital deaths. 
About three-fourths of his patients were dead of their 
disease within the first two years. This figure, it must 
be remembered, is for unselected consecutive cases. In 
other words, there was no choice of patients, and 
Brunschwig operated on every patient regardless of 
her age, physical condition, or state of disease, if the 
process was limited to the pelvis. In his series of 87 
total pelvic eviscerations there were 8 women living 
and well three to three and one-half years following 
surgery. 

OPERABILITY 

Patients are selected for total pelvic evisceration 

when no evidence of distant spread of the cancer can 
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be found. In the preoperative examination of these 
patients, the existence of malignancy is confirmed by 
a biopsy when possible. Physical findings must be re- 
lied upon at times to determine residual malignancy. 
However, if tumor tissue is available, biopsy is done 
prior to exploration. Distant spread is searched for 
by palpation of the abdomen for masses and liver 
nodules, by palpation of all accessible node areas, by 
neurologic examination, and by roentgenogram of 
the chest. Bone roentgenograms are made when such 
are indicated. 

If no spread beyond the pelvis is demonstrated, the 
patient is told that such an operation may offer her a 
chance for prolonged survival, relief of pain, and pos- 
sibly cure. It is thoroughly explained to her that the 
result of this operation is removal of all the pelvic 
organs with the establishment of a permanent colos- 
tomy stoma, and that the ureters are probably going 
to be implanted into the stoma. It is emphasized that 
there will be external drainage of urine and feces. 
Each patient is assured, however, that control of the 
excreta can be effected by appropriate bag or other 
appliances. 

There are certain persons who welcome this opera- 
tion together with full knowledge of the consequences 
for two reasons. First of these is pain. Nearly all of 
the patients we have seen with advanced cervical car- 
cinoma suffer intense pelvic pain, and we can truth- 
fully tell them that this pain will be relieved. The 
second group who welcome this operation are those 
with a vesicovaginal or rectovaginal fistula. These pa- 
tients are miserable from uncontrollable loss of urine 
or feces through the vagina and submit to this opera- 
tion readily. We believe that all patients with carci- 
noma of the cervix in which distant metastasis can- 
not be proved, in which the process appears to be 
limited to the pelvis, and which has recurred follow- 
ing adequate irradiation can be operated upon. 


RESECTABILITY 


If the preoperative evaluation of no intra-abdom- 
inal spread outside of the true pelvis is correct, in the 
opinion of Brunschwig, the lesion is resectable. This, 
however, has not been our experience. We have found 
that invasion of the musculofascial structures of the 
pelvic wall make it at times impossible to resect the 
pelvic structures. If, when the abdomen is opened, 
metastases are found to lymph nodes outside of the 
true pelvis, it is our opinion at present that the opera- 
tion should not be continued. Also, a massive involve- 
ment of the nodes which would require resection of 
the blood supply of the lower extremities is a contra- 
indication to pelvic evisceration. If the object is pal- 
liation, such as in the case of rectovaginal or vesico- 





vaginal fistula, the appropriate operative procedure 
such as ureteral transplant or colostomy, or both, may 
be carried out in the face of spread beyond the true 
pelvis. 

In the preoperative preparation of these patients, 
the fluid and electrolyte balance is adjusted to as near 
normal as possible. The hemoglobin and blood vol- 
ume are corrected to normal by transfusion, and the 
large bowel is prepared by the oral administration of 
sulfasuxidine or sulfathaladine and antibiotics. Twen- 
ty-four hours before surgery a long intestinal tube is 
passed into the small bowel when possible. The small 
bowel is frequently adherent in the pelvis and must 
be resected with the tumor; and in such a situation 
we prefer to have a tube decompressing the small 
bowel just above the site of anastomosis. 


In addition to preoperative transfusions, where such 
are indicated, at least 4 pints of whole blood are made 
ready for the operative procedure unless some pallia- 
tive procedure is all that is planned. 


OPERATIVE PROCEDURE 


Thus far we have used a long left paramedian in- 
cision extending from the symphysis pubis to an inch 
above the umbilicus. The abdomen is explored for 
nonresectable metastasis, and in the absence of such, 
dissection is begun in the line of the proposed resec- 
tion. In case of doubt of the local resectability, the dis- 
section is begun in the line of most extensive spread. 
Under no circumstances are palpation and visualiza- 
tion alone relied upon to determine whether or not 
the local lesion can be removed. If there is rectal in- 
volvement, a peritoneal incision is made at the pelvic 
brim, and the areolar tissue and lymphatic tissue of 
the lateral and posterior pelvic wall are swept medial- 
ly as the extraperitoneal rectum is mobilized from the 
hollow of the sacrum. 


The hypogastric vessels may be ligated and divided, 
or their branches and tributaries serially divided and 
tied. A cleaner lymph node dissection is possible in 
the distribution of the hypogastric vessels if the hypo- 
gastric vessels are divided near their origin and the 
parietal branches again divided as they pass through the 
true pelvic wall. The lymph nodes involved in the pri- 
mary route of spread in cervical carcinoma, of course, 
are those of the anterior division of the hypogastric 
vessels. One thus can see that by division of the hypo- 
gastric artery and vein near the origin of the hypo- 
gastric artery, the pelvic wall can be cleaned of all of 
its lymphatic structures more effectively than if these 
vessels are not divided and swept medially with the 
visceral branches in the dissection. This procedure 
takes longer and venous bleeding is frequently en- 
countered as the tributaries emerge through the lateral 
pelvic wall. 


Effective removal of the lymphatic tissue and the 
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distribution of these vessels is possible after division, 
whereas if these branches and tributaries are serially 
ligated, there is a chance that an involved node may 
be left behind. If the region of spread is toward the 
bladder, the dissection is begun anteriorly with the 
construction of an incision from the lower end of the 
anterior abdominal wall, this incision passing through 
the peritoneum to encircle the bladder and extend lat- 
erally to the round ligaments. No peritoneal flap is 
constructed anteriorly as this layer is not necessary in 
the closure. The bladder is then detached from its 
blood supply by sharp and blunt dissection. If after 
the initial exploration the lesion is determined to be 
resectable, the uretero-intestinal anastomosis is done. 
We believe this is the next logical step since life de- 
pends on an adequately constructed uretero-intestinal 
anastomosis. Uremia is a frequent cause of death in 
these patients. Their urinary tract is insulted by the 
anastomosis, and urinary suppression at times follows 
depression of blood pressure during the operative pro- 
cedure. Hence, the uretero-intestinal anastomosis is 
such an important part of the operative procedure 
that we believe it should be made as soon as possible 
after determining the local resectability. 


The site of division of the sigmoid colon is selected, 
and the colon and mesocolon are divided. The su- 
perior hemorrhoidal artery is ligated and divided near 
its origin. The ureters are divided at a convenient level 
above any possible or actual involvement and anasto- 
mosed to the colon. The uretero-enteric anastomosis 
that we have used principally is an end to side anas- 
tomosis performed as any open intestinal anastomosis 
with mucosal apposition by interrupted sutures. In 
some instances it would appear to be more convenient 
to place the right anastomosis with the cecum rather 
than with the left colon. In one of our cases this was 
done with good results. 


In the past, it has been reported that anastomosis of 
the ureters to the right colon is followed by uremia. 
However, we believe that without an anal sphincter, 
this possibility is minimized since’ residue can pass 
freely from the bowel. 

After construction of the uretero-intestinal anasto- 
mosis or construction of drainage to the outside, re- 
gardless of the method used, the pelvic dissection is 
advanced. This dissection is carried out under the 
symphysis pubis, mobilizing the upper urethra and 
bladder neck. The round ligaments are divided as far 
laterally as possible. The lateral attachments of the 
cervix are divided, and the rectum is freed as far in- 
feriorly as possible. The abdomen is then closed with- 
out any attempt to reperitonealize the pelvis. 

In the lithotomy position, the anus is sewn shut and 
an incision about the anus just inside the labia is made 
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encircling the vagina and anus. The whole of the 
pelvic viscera is then removed with all of the an- 
terior levator structures. The closure of the perineal 
incision is done by placing a few sutures posteriorly 
where the structures are easily approximated, and an- 


teriorly a pack which is gradually withdrawn in about 
ten days. 


POSTOPERATIVE CARE 


During the operative procedure every effort should 
be made to prevent shock. On more than one occasion 
the operative procedure has been stopped while the 
anesthetist administered enough whole blood and vaso- 
constrictor drug to restore the circulatory dynamics. 
On one occasion the operative procedure was done in 
two separate stages, with the perineal dissection done 
forty-eight hours after the abdominal dissection. The 
reason that shock must be prevented is to minimize 
the possibility of anuria. In the event that anuria does 
occur, a waiting attitude is assumed and only fluids 
and electrolytes removed by suction and estimated in- 
sensible loss are replaced. 


Other urinary complications which may occur in 
the postoperative period are pyelonephritis, hydro- 
nephrosis, urinary fistula, and combined urinary and 
fecal fistula. The appropriate antibiotic drugs are 
given in the case of pyelitis. Nephrectomy, nephros- 
tomy, Or Cutaneous ureterostomy may be necessary in 
dealing with the hydronephrosis or urinary fistula. In- 
testinal decompression is maintained until the peri- 
stalsis is present and the abdomen is flat, or if no 
bowel sounds are heard at the end of ninety-six hours, 
the tube is clamped and small amounts of liquid are 
given orally. If no distention results and the colosto- 
my stoma functions, the tube is removed from the 
bowel. On the first postoperative night the stoma is 
inspected to be sure that the blood supply is adequate. 


DISCUSSION 


The question as to whether or not total pelvic evis- 
ceration or some partial pelvic evisceration should be 
done is one that is difficult. Obviously, in some cases, 
tumor tissue will be traversed during a_partial pelvic 
evisceration and that tissue may not be grossly recog- 
nized. Recurrence of the tumor, which could have 
been avoided had a total pelvic evisceration been 
done, then follows the operative procedure. We be- 
lieve that this is more likely to occur when dealing 
with cervical carcinoma than in malignancy arising in 
the rectum, in which instance partial pelvic eviscera- 
tion may be the answer to local invasion of structures 
anterior to the rectum, as is illustrated by case 7 
(table 1). It is interesting to note that recurrence in 
the inguinal lymph nodes can be removed by a sec- 
ond operation, and survival may follow this recur- 
rence. A tumor may reach the inguinal nodes by one 
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of two routes: (1) by extension to this site from the 
vulva or lower part of the vagina when these struc- 
tures are the site of the primary tumor and (2) by 
secondary involvement in a retrograde fashion along 
the external iliac nodes from the hypogastric or com- 
mon iliac involvement. 

Another point that needs to be reemphasized is the 
fact that these patients, after operation, are complete- 
ly relieved of pain and pelvic discomfort. It was be- 
lieved formerly that patients with inoperable or ex- 
tensive carcinoma of the cervix had pain in their back 
and in their pelvis because of peripheral nerve in- 
volvement. We now know that nerve involvement is 
not likely unless some sensory or motor changes can 


years. Probably this is because the human mind abhors 
finality and always wishes to hold before it the possibility 
of hope, no matter how small. 

In 1793, Matthew Baillie recognized that carcinoma of the 
cervix was different from cancer in other parts of the body 
because it remained a local lesion for long periods of time. 
In 1933, Behney observed that among 166 women dying 
with advanced cancer of the cervix, there was no demon- 
strable extension beyond the pelvis in 75. It was possession 
of knowledge such as this which led Brunschwig to the de- 
velopment of the evisceration or eventration operation, about 
which it has been said facetiously that after the operation 
the surgeon compares the part removed and the part remain- 
ing and then makes his decision which part to send back to 
bed. Nevertheless, this operation does offer hope to other- 
wise incurable and certainly doomed women. For that rea- 
son I believe it will always have a limited place. At present, 
however, no one can speak with assurance as to how much 
importance should be accorded this place. 


TABLE 1.—Summary of 9 Cases of Cervical Carcinoma Treated by Pelvic Evisceration. 


Previously 
Age Classed Actually 
(yr. ) Inoperable Nonresectable 
40 Yes Yes 
60 No Yes 
60 No No 


Case Surgery Done 


Invasion of iliac vessels 


cancer of fundus 
Complete evisceration 
Complete evisceration 
Complete evisceration 


70 Yes No 
56 Yes No 
40 Yes No 


7 45 No No 
8 56 No No 
cancer of rectum 
Complete evisceration 


9 41 Yes No 


Ureteral anastomosis only 


Bladder & ureters spared, partial evisceration, 


Complete evisceration, primary cancer of vagina 
Bladder & ureter spared, partial evisceration, 


Present 

Condition 
Died in 3 mo. 
Died in 6 wk. 
Died in 1 yr. 


Complications 
None 
Uremia 
Massive hemorrhage 


Hydronephrosis 
Renal infection 
Occasional mild pyelitis 


Died in 9 mo. 
Died in 1 yr. 
Well & working 
for 3 yr. 
Well for 9 mo. 
Well for 11 mo. 


Small bowel obstruction 
None 


Intermittent sciatic pain Well for 6 mo. 


AUTHOR’sS NOTE: Six months after this report and table were prepared, the patients in cases 7, 8, and 9 continued alive and without evi- 


dence of further malignancy. 


be demonstrated. Pain alone is not a criterion for the 
diagnosis of invasion of the nerve trunks of the pelvis. 
Total pelvic evisceration in persons with pelvic pain 
will give immediate relief of this pain. 


SUMMARY 


The indications for pelvic evisceration have been 
reviewed, and our experience in 9 cases has been tab- 
ulated. The operative procedure we have evolved has 
been outlined. In 9 patients with extensive carcinoma, 
2 of the lesions were actually inoperable. Of the re- 
maining 7 patients, 4 are still alive and without evi- 
dence of recurrence for six months, eleven months, 
nine months, and three years, respectively. 
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Dr. Cyrus, 402 Medical Arts Building. 
Dr. Sewell, 1221 W. Lancaster. 


ABSTRACT OF DISCUSSION 


Dr. WILLIAM F. MENGERT, Dallas: The essayists are to 
be complimented upon presentation of a straightforward, 
factual, and objective account of an operation which has 
commanded a disproportionate amount of attention in recent 


I find myself in close agreement with this excellent pres- 
entation and would like to stress one or two of the points 
already made. Certainly this procedure is entirely too exten- 
sive to institute unless there is factual proof of recurrence. 
I have offered it only to those patients with proved recur- 
rent carcinoma of the cervix after full treatment with roent- 
gen ray and radium. In the past such patients were certain 
to die. Today, proponents of the radical evisceration opera- 
tion insist that every patient saved represents pure gain. | 
agree with the essayists that extensive pelvic wall metastases 
represent contraindications to operation. 


I have suggested this operation to a number of women. 
Apparently I do not believe in it sufficiently to “sell” the 
patients, since only 2 of them accepted. In each of these 2 
women ‘the’ abdomen was opened, the actual carcinoma was 
uncovered, a biopsy specimen and frozen section were pre- 
pared and studied, and the abdomen was explored for ex- 
tension. Exploration included the liver, omentum, parietal 
peritoneum, and an aortic node, which was removed and 
examined by frozen section. One of the patients died thirty- 
six hours after operation. She was given enormous quantities 
of blood, and in all likelihood received more than she lost. 


The second patient was better handled medically during 
the course of the operation and survived. The presence of 
cervical cancer was first diagnosed in June, 1949; irradiation 
therapy was given that summer; a definite recurrence was 
observed; and the patient was operated on Septemebr 14, 
1950. There was histologically proved carcinoma between 
the cervix and rectum. At the present time the patient is 
living and well and feels strongly that the operation was 
worth while. It might be noted that placement of the colos- 
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tomy stoma on the right side, as in this patient, will shorten 
the distance urine must traverse the large bowel, the function 
of which is resorption of fluid, and thus lessen the danger of 
uremia. Repeated blood chemistry studies show no evidence 
of nitrogenous retention. 

I did not do perineal resections in these 2 patients, but 
severed the urethra, vagina, and rectum immediately above 
the levator muscle. The vulva is virtually never the site of 
metastasis from cervical cancer. 

One aspect of the operation which Dr. Cyrus and Dr. 
Sewell did not dwell upon is the time, effort, energy, and 
total hours of manpower expended. I doubt if anybody does 
the procedure in much less than five or six hours. There 
must be adequate mobilization of blood, nursing personnel, 
surgical personnel, and anesthesiologists. In all, about ten 


829 


persons must give a minimum of five hours apiece to per- 
form it. Also, has anyone calculated the results in terms of 
wear and tear on the surgeon’s coronaries? 

What of the future of this operation? It would seem fair 
to say that Brunschwig is not as enthusiastic as he used to 
be. My colleague, Willis E. Brown, frankly believes the op- 
eration has no place. This is his considered opinion after 
having performed nearly 40 of the procedures. I am not so 
sure, believing that in an occasional instance, the patient 
may elect to take a chance in an otherwise completely hope- 
less situation. 

Finally, let me emphasize that this operation is not for the 
occasional gynecologic operator or the occasional surgeon. 
This operation is not for small hospitals. Too many differ- 
ent and divergent forces must be brought to a focus for the 
successful outcome of this procedure to warrant it being 


done anywhere except in the most modern and up-to-date 
institutions. 


NARCOTICS PRESCRIPTION AND ADMINISTRATION 


PHILIP R. OVERTON, LL.B. Austin, 


Tue last Texas Legislature amended 
what is known as the State Uniform Narcotic Drug 
Act, which amendment became effective August 26. 
The original act has been in force for a number of 


years. Seemingly, no appropriation was specifically 
made for enforcement, but this condition apparently 


has been remedied so that the Department of Public 
Safety has set up a special department of five mem- 


bers to pay particular attention to the enforcement of 
this state law. 


The present state statute makes only one significant 
change from what the state law had always been: the 
Department of Public Safety is in all things relieved 
of the enforcement of the provisions contained in the 
old statute, which required that state agency to pass 
upon applications for a permit of all persons who 
dealt in narcotics or who prescribed or administered 
them and to prescribe and furnish various forms hav- 
ing to do with the possession and handling of nar- 
cotics by hospitals, physicians, manufacturers, and 
dealers. The present law provides that the procure- 
ment, possession, dispensing, administering, sale, or 
dealing in narcotics shall be deemed adequate if there 
is compliance with the federal statutes and the regu- 
lations promulgated by the Treasury Department 
thereunder. 

Attention is called to the fact that the physician’s 
tight to prescribe or administer narcotics is dependent 
upon his securing a permit from the Bureau of Nar- 
cotics of the U. S. Treasury Department. That depart- 
ment will issue such permit only to a person who is 
authorized under state law, primarily by reason ot his 
due admission to practice medicine, to prescribe and 
handle narcotics. The amended state statute on the 
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question of qualifications, to which the Narcotics Bu- 
reau looks to determine the right to receive such per- 
mit, defines a “licensed physician” as any person, duly 
licensed and whose license is current in all respects as 
issued by the Texas State Board of Medical Examiners. 
Hence, as a general rule, all that the federal repre- 
sentatives require is that the doctor exhibit his license, 
or photostat or certified copy thereof, before issuing 
to him the necessary permit giving him a number 
which he must use on all prescriptions and in the 
keeping of all records required to be kept. 

The Treasury Department publishes a pamphlet 
known as “regulation No. 5” dealing with the manu- 
facture, compounding, dispensing, and so forth of 
opium, coca leaves, and other opiates, which is in- 
formative and authoritative. It can be procured by 
writing the Superintendent of Documents at the U. S. 
Government Printing Office, Washington 25, D. C., 
enclosing 25 cents. The Narcotics Department states 
that these regulations are up to date with one minor 
exception; the provision that a physician applying for 
a certificate, license, or permit to administer and 
handle narcotics must file an affidavit showing his 
right thereto under the state law has been deleted. 


DRUGS COVERED 


Both the state law and the federal statutes and reg- 
ulations by the Secretary of the Treasury are elastic; 
if from time to time other drugs or compounds are 
found to be narcotic and habit-forming, the Secretary 
of the Treasury, after notice and hearing, can add the 
drug or preparation in question to the list of opiates 
or narcotics originally mentioned in the Harrison 
Narcotic Act. The state law follows suit in this re- 
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spect and now says that any drug or preparation 
brought within the scope of the federal statute like- 
wise comes within the scope of the state statute. 

On this subject Hayt and Hayt* in their work on 
physicians and hospitals had this to say: 


The narcotic drugs which are included within the law are 
opium, coca leaves, and any compound, manufacture, salt, 
derivative or preparation thereof. All of the alkaloids and 
salts of opium are covered, whether of the phenanthrene or 
isoquinoline groups. Isonipecaine, a synthetic substitute for 
morphine, was added in 1944 and is subject to the same 
control as morphine. Isonipecaine is defined as 1-methyl-4- 
phenylpiperidine-4-carboxylic acid ester, or any salt thereof, 
by whatever trade name designated. A new drug dolantin, 
which was discovered in Germany and made its appearance 
several years ago in the Argentine, was introduced in the 
United States under the name Demerol. Its addiction prop- 
erties were found to be similar to morphine by the United 
States Public Health Service Hospital at Lexington, Ky., and 
is now under federal narcotic control as isonipecaine. 


To illustrate the action of the federal government 
in adding to the list of addiction-forming drugs under 
the Federal Drug Act, the President by executive or- 
der on July 31, 1947, added Amidone (4,-4-diphenyl- 
6-dimethylamino-heptanone-3 ) , and by like executive 
order, under date of July 2, 1948, added the drug Iso- 
Amidone (4, 4-diphenyl-5-methyl-6-dimethylamino- 
hexanone-3). Likewise, on September 7, 1948, he 
added the drug Keto-Bemidone (4-{3-hydroxy- 
phenyl}-1-methyl-4-piperidyl ethyl ketone hydrochlo- 
ride). The Legislature in reenacting the present Uni- 
form Narcotic Drug Act took cognizance of some of 
these changes so that the state act is now applicable 
to the following items: 


Coca leaves including cocaine and any compound, 
manufacture, salt, derivative, mixture, or preparation 
of coca leaves, except derivatives of coca leaves which 
do not contain cocaine, ecgonine, or substances from 
which cocaine or ecgonine may be synthesized or 
made. 


Opium including morphine, codeine and heroin, 
and any compound, manufacture, salt, derivative, mix- 
ture, or preparation of opium, but not including apo- 
morphine or any of its salts. 

Cannabis including all parts of the plant Cannabis 
sativa L., whether growing or not, the seeds thereof, 
the resin extracted from any part of such plant, and 
every compound, manufacture, salt, derivative, mix- 
ture, or preparation of such plant, its seeds, or resin; 
put not including the nonresinous oil obtained from 
such seed, nor the mature stalks of such plant, nor 
any product or manufacture of such stalks, except the 
resin extracted therefrom and any compound, manu- 
facture, salt, derivative, mixture, or preparation of 





*Hayt, E., and Hayt, L. R.: Law of Hospital, Physician, and Pa- 
tient, New York, Hospital Textbook Company, 1947. 








such resin. The term cannabis includes those varieties 
of cannabis known as marihuana, hashish, and hash- 
eesh. 


Isonipecaine, meaning any substance identified 
chemically as 1-methyl-4-phenyl-piperidine-4-carboxy- 
lic acid ethyl ester, or any salt thereof, by whatever 
trade name designated. 


Amidone, meaning any substance identified chem- 
ically as 4-4-diphenyl-6-dimethylamino-heptanone-3 
or any salt thereof by whatever trade name designated. 

Narcotic drugs, meaning coca leaves, opium, pyote, 
mescal bean, and cannabis, amidone, and isonipecaine, 
and every substance neither chemically nor physically 
distinguishable from them, and opiates, meaning any 
drug found to be an addiction-forming or addiction- 
sustaining liability similar to opium or cocaine, which 
are now or may be added subsequently, as restricted 


preparations under the provisions of the federal nar- 
cotic laws. 


RECORD KEEPING 


Since a compliance with the federal regulations is 
important, and such compliance satisfies generally the 
requirements of the state law, brief consideration is 
given here to the record keeping and other require- 
ments of the federal regulations. Although some con- 
fusion has existed as to the procurement by physicians 
of narcotics for office use, the federal requirements as 
to prescription of narcotics are simple. These provide 
for use on the prescription of the number assigned to 
the physician by the Narcotics Bureau, the name of the 
patient, the amount of the drug, and the directions for 
its use. An ordinary prescription blank is permissible 
as the government does not furnish prescription forms 
for narcotics. As indicated in a large number of court 
decisions, the prescription on its face should show the 
reason for extra large dosage (such as cancer or tu- 
berculosis) if the physician, in good faith and accord- 
ing to accepted medical practice, has seen fit to pre- 
scribe larger quantities than would ordinarily be 
thought necessary. 


In this connection, it is well to remember that the 
regulations of the federal government with reference 
to the practice of medicine and the handling of nar- 
cotics by a physician are more relaxed and indulgent 
than with reference to the manufacturer, wholesaler, 
pharmacist, hospital agent, or anyone else. This is 
probably due to the high respect for the competency 
and integrity of the average physician. Still, in a num- 
ber of instances, physicians by their careless or met- 
cenary use of prescriptions have run afoul of the fed- 
eral statutes and found themselves in a serious predic- 
ament. The professional rule recognized by the Treas- 


ury Department and the federal courts may be sum- 
marized as follows: 
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If the prescription is issued in good faith according to fair 
medical standards in the curing of disease, and not merely 
to satisfy the cravings of the person for such drugs, then it 
may be said to have been issued in the course of professional 
practice only; but if the prescription is not issued in good 
faith, but to enable such person to satisfy his appetite and 
cravings for such drugs only, and not in his treatment as a 
patient, then the issuance of such prescription would not be 
considered in good faith nor in the course of professional 
practice as a physician, and the sale and dispensing upon 
such prescriptions would not be lawful. Illustrations of the 
foregoing rule are found in many instances in which the pre- 
scription was perfectly valid and lawful on its face but the 
surrounding facts in such cases indicated that numerous pre- 
scriptions were issued to addicts, in some instances without 
even a cursory examination by the physician. When such 
facts or similar dubious transactions arise, and they are fre- 
quently detected at drug stores which are periodically 
checked, suspicion is engendered and serious trouble is in 
sight. 


A physician, for use in his office and for his per- 
sonal administration to patients, may procure a supply 
of narcotics from any person, partnership, or corpora- 
tion authorized by the federal regulations to sell such 
drugs. He must procure the drugs using an order 
form which the Narcotics Bureau will furnish. These 
order forms are issued in booklets for which there is 
a small charge. When the narcotics are thus procured, 
the physician must make an accurate inventory and 
keep a strict record of what becomes of the drugs, 
accounting for all that he has received. The federal 


regulation known as Article 177 as to practitioners’ 
records provides: 


All persons and institutions registered in Class IV (prac- 
titioners, see Art. 19) shall keep a daily record showing the 
kind and quantity of narcotics dispensed or administered, the 
name and address of each person to whom dispensed or ad- 
ministered, the name and address of the person upon whose 
authority and the purpose for which dispensed or adminis- 
tered. Practitioners are not required to keep a record of nar- 
cotics dispensed to persons upon whom they in the course 
of their professional practice are in personal attendance. 


Bearing on this record matter also is the federal 
regulation known as Article 178: 


No special record form for the use of those registered as 
practitioners is prescribed. Hospitals and institutions shall 
keep records in the manner best calculated to meet the con- 
ditions existing therein and to enable an inspecting officer 
quickly to ascertain the kinds and quantities of narcotics 
used daily. The initials of the practitioner giving directions 
for the administering of a narcotic should be entered on the 
patient’s record chart, or a separate prescription giving the 
name and address of the patient, the date, and the physi- 
cian’s signature or initials, filed with the pharmacist in charge 
of the drug room before the narcotic leaves his control. If 
both chart and prescription are used, reference to the pre- 
Scription should be made on the chart. 


Likewise pertinent is the federal regulation known 
as Article 179: 


A practitioner who, in his office practice, administers 
Minute quantities of narcotics in stock preparations, may 
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keep, as to such preparations, in lieu of the record required 
by Art. 177, a record of the date when each stock prepara- 
tion is made or purchased and the date when the preparation 


is exhausted. 

From the foregoing, it is seen that the personal ad- 
ministering of narcotics by the physician to an ambu- 
latory patient or at the bedside is permissible and no 
record is required where the physician personally 
attends to the matter himself. There is a distinction 
between administering and dispensing. The usual illus- 
tration of dispensing would be on the physician’s pre- 
scription, whereas administering would be the per- 
sonal act of the physician in giving the narcotic in 
good faith to alleviate pain or suffering or in connec- 
tion with the treatment of diseases. 

The present section 4 of the state law, which is an 


amendment of section 9 of the old state law, reads as 
follows: 


(Physicians, Dentists, Veterinarians, and other Authorized 
Persons.) Every physician, dentist, veterinarian, or other 
person who is authorized to administer or professionally use 
narcotic drugs, shall keep a record of such drugs received by 
him, and a record of all such drugs administered, dispensed, 
or professionally used by him otherwise than by prescription. 
It shall, however, be deemed a sufficient compliance with 
this Subsection if any such person using small quantities of 
solutions or other preparations of such drugs for local appli- 
cation, shall keep a record of the quantity, character, and 
potency of such solutions or other preparations, purchased 
or made up by him, and of the dates when purchased or 
made up by him, without keeping a record of the amount of 
such solution or other preparation applied by him to in- 
dividual patients. 

Provided, that no record need be kept of narcotic drugs 
administered, dispensed, or professionally used in the treat- 
ment of any one patient, when the amount administered, dis- 
pensed, or professionally used for that purpose does not ex- 
ceed in any forty-eight consecutive hours: (a) four grains 
of opium; or (b) one-half of a grain of morphine or any of 
its salts; or (c) two grains of codeine or any of its salts; or 
(d) one-fourth of grain of heroin or any of its salts; or (e) 
a quantity of any narcotic drug or any combination of nar- 
cotic drugs that does not exceed in pharmacologic potency 
any one of the drugs named above in the quantity stated. 
Provided further, that any person may purchase at any time 
one ounce of paregoric without a doctor’s prescription. ... 


The federal statute (section 2551, U.S.C.A.) has a 
provision to the effect that the federal act shall not 
be construed to apply to preparations and remedies 
which do not contain more than 2 grains of opium, 
or more than 1/4 grain of morphine, and likewise 
refers to each of the drugs mentioned in the state act 
but in just half the quantities mentioned in the state act. 

It will be seen that the state act expressly says that 
no record need be kept of the narcotic drugs if dis- 
pensed or professionally used in forty-eight consecu- 
tive hours in the quantities designated therein, where- 
as the federal statute contains this proviso: “Every 
manufacturer, producer, compounder, or vendor (in- 
cluding dispensing physicians) of the preparations 
and remedies mentioned in this section. ..shall keep a 
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record of all sales, exchanges, or gifts of such prepara- 
tions and remedies in such manner as the Sectre- 
tary directs. Such records shall be preserved for two 
years....” However, in the case of Young versus 
United States, the Supreme Court (86 Law Ed. 832), 
as to the requirement of the federal statute about 
keeping a record of these limited narcotic prescrip- 
tions, held that a dispensing physician was not neces- 
sarily an ordinary practicing physician, that he could 
be both a practicing physician and a dealer, and if the 
latter, he would be required to keep the record of the 
limited quantity of narcotics dispensed. The defend- 
ant, Dr. Young, kept no records, but he was not a dis- 
pensing physician, that is, he was not a dealer in the 
narcotics. Although he was convicted by the trial court 
and the conviction affirmed by the Circuit Court of 
Appeals, the decision was reversed by the Supreme 
Court with this among other comments: 


That not all physicians are required to keep records is 
manifest from the use of the qualifying adjective “dispens- 
ing.” And the physician must be one who manufactures, 
produces, compounds, or vends. ... These are not appropriate 
words to describe the function of a physician who adminis- 


ters exempt preparations to patients whom he personally 
attends. 


The court further pointed out that since the federal 
statute exempted from record keeping the practicing 
physician who personally administered true narcotics 
or narcotics of full quantity and required no record 
keeping by him as to such drugs personally adminis- 
tered, it was clear that he was entitled to a like exemp- 
tion as to narcotics of a limited potency. So, a doctor 
who was a dispensing doctor or dealer or manufac- 
turer would have to keep the record on this type of 
drug, whereas the practicing physician would not have 
to keep such records as to narcotics of limited or full 
strength personally administered by him. 


New Fellows of College of Surgeons 


At the eighteenth annual convocation of the Canadian 
and United States sections of the International College of 
Surgeons September 17 in New York, the following Texas 
physicians became qualified fellows: Dr. Robert David 
Bickel, Fort Worth; Dr. Vanda Arthur Davidson, Dallas; 
Dr. Otis Willis English, Lubbock; Dr. William Nicholas 
Fuqua, Jr., Dallas; Dr. Hesiquio Norberto Gonzalez, San 
Antonio; Dr. William Frederick Guerriero, Dallas; Dr. John 
Wade Harris, Houston; Dr. Ben Frank Harrison, Dallas; 
Dr. Julius August Heymann, Wichita Falls; Dr. Ewell Leon 
Hunt, Lubbock; Dr. Willis Holder Jondahl, Harlingen; Dr. 
William Aubrey Jones, El Paso; Dr. Philip Sherwood Kline, 
San Antonio; Dr. Earley Barton Lokey, Jr., Amarillo; Dr. 
John Quentin McGivney, Galveston; Dr. Wiley Jackson 
Rollins, Houston; Dr. Clarence B. Sacher, Dallas; Dr. Earl 


Particularly for the benefit of younger physicians, 
attention should be called to the federal regulations 
prohibiting the prescribing of narcotics over the tele- 
phone. To this regulation there is only a limited ex- 
ception, namely, in case of dire emergency the physi- 
cian may phone the pharmacist, who is authorized to 
make delivery only if the required prescription, duly 
executed by the doctor, is delivered at the time of the 
delivery of the prescription. 


ACCEPTED PRACTICE 


One may say, without reference to the question of 
addiction, that a physician acting in accordance with 
proper medical practice may prescribe or dispense 
narcotics for the relief of acute pain or for any acute 
condition such as influenza, pneumonia, renal calculi, 
and broken limbs. 


A reputable physician directly in charge of bona 
fide patients suffering from diseases known to be in- 
curable, such as cancer, advanced tuberculosis, and 
other diseases well recognized as coming within this 
class, in the course of his professional practice and 
strictly for legitimate medical purposes, may dispense 
or prescribe narcotic drugs for such diseases, provided 
the patients are personally attended by the physician 
who regulates the dosage and the physician prescribes 
no quantity greater than that ordinarily recognized by 
members of his profession to be sufficient for the 
proper treatment of the given case. 


The treatment of ambulatory addicts to effect a 
cure, while not unlawful under the Harrison Act or 
state law, is looked on with much disfavor by the 
authorities since such persons are unreliable and 
usually disregard instruction as well as surreptitiously 
apply to several doctors for the drug. Utmost good 
faith by the physician is required in the treatment of 
an addict. 


Capital National Bank Building. 


William Thoma, Houston; and Col. Milton Strong Thomp- 
son, Fort Sam Houston. 

Those advancing to the rank of qualified fellow were Dr. 
Murphy Bounds, Dallas; Dr. John Joseph de Leon, San An- 
tonio; Dr. Martin M. Even, Waco; and Dr. Lewis Michael 
Helfer, San Antonio. 

New associates from Texas are Dr. Darrell Leland Bell, 
Monahans; Dr. Perry J. C. Byars, San Angelo; Dr. Thomas 
McMaster Carleton, Rockdale; Dr. John Wharton Ellis, 
Sherman; Dr. Percy Riley Fayle, Baytown; Dr. Oliver Ar- 
nold Fulcher, Odessa; Dr. Aubrey Louis Goodman, Waco; 
Dr. Hratch Setrak Halebian, Dallas; Dr. Homer Vernon 
Hedges, Hico; Dr. Leslie Eugene Kelton, Jr., Corsicana; Dr. 
Walter Stewart Miller, Jr., Denton; and Dr. John Kelly 
Wood, Odessa. 

Dr. Leonides Gonzales Cigarroa, Laredo, advanced to the 
rank of associate, and Dr. Ronald Frederick Norris, Hous- 
ton, became a junior member. 
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Pexvic ectopic kidneys have fre- 
quently been discussed in the literature. Stevens® in 
1937 stated that pelvic ectopic kidneys occur once in 
every 22,000 persons. Anderson, Rice, and Harris,’ * 
in their exhaustive reviews of pregnancy and labor 
complicated by pelvic kidney, collected 98 cases and 
added 14 to make a total of 112 cases of pelvic ectopic 
kidney associated with pregnancy. A further review of 
the literature through 1951 has been made, and 3 ad- 
ditional cases were found. Lovelady and Dockerty® in 
their discussion of extragenital pelvic tumors in women 
mentioned a case of pelvic ectopic kidney complicat- 
ing pregnancy. McKenzie® reported a case of an un- 
suspected ectopic pelvic kidney obstructing labor, at 
term, with vaginal delivery. Stewart and others® re- 
ported a case of pelvic ectopic kidney confused with 
ectopic pregnancy early in the patient’s second gesta- 
tion, followed by the occurrence of abruptio placenta 
and acute pyelonephritis with abscess formation at 
thirty-five weeks’ gestation. Delivery of a dead infant 
was done by cesarean section. 

This case is reported to bring the total number of 
cases found in the literature through 1951 to 116. 


CASE REPORT 


The patient, a 19 year old white woman, para 1, gravida 
2, was seen in the prenatal clinic on February 26, 1952. Her 
last menstrual period began October 29, 1951. Her first 
pregnancy was apparently uncomplicated, having terminated 
ten months previously with spontaneous delivery of a 7 
pound 214 ounce girl following eight hours of labor. 


General systemic review revealed constipation, low back- 
ache, and rectal pressure for the past two to three months. 
There was no other pertinent history of illness or previous 
surgery. 

Physical examination revealed a well developed, well 
nourished, white woman who was in good physical condi- 
tion. External pelvimetry was within normal limits. Exam- 
ination of the abdomen revealed the uterus to be enlarged to 
the size of three and one-half to four months’ gestation. 


Pelvic examination verified the above noted uterine en- 
largement. Somewhat to the left, high in the posterior cul- 
de-sac, was a firm, smooth, moderately tender mass, approxi- 
mately 5 by 7 by 4 cm., which was felt to be fixed. Upon 
further questioning the patient stated she had had progres- 
sive dyspareunia for the past two months consisting of pain 
























































































































































































































f Read before the Section on Obstetrics and Gynecology, Texas Med- 
ical Association, Annual Session, Houston, April 29, 1953. 
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identical to that produced by palpation of the mass. Internal 
pelvic measurements were within normal limits. The pelvis 
was adequate, of the gynecoid type. 


The initial impression was of three and one-half to four 
months’ gestation .associated with an ovarian tumor, most 
likely a dermoid cyst. A plain roentgenogram of the abdo- 
men showed the outline of a gravid uterus, but no calcifica- 
tions or other densities were noted. 


The patient was hospitalized for further studies on March 
17. Urinalysis of a catheterized specimen was negative except 
for occasional white blood cells and epithelial cells. An ex- 
cretory urogram showed a faintly visualized left kidney adja- 
cent to the left ischial spine, superimposed on the sacrum. 
The right kidney, calyces, pelvis, and ureter were interpreted 
as normal. Two days later retrograde urography was done. 
The left ureteral orifice was displaced toward the midline. A 
ureteral catheter was passed 12 cm., reaching an obstruction 
at this point. A plain film showed the tip of the ureteral 
catheter at the level of the midportion of the sacrum, mak- 
ing an S curve at its midportion upon leaving the bladder. 
Contrast media showed a malrotated kidney at the level of 
the sacrum with a short ureter. The kidney was otherwise 
normal. The diagnosis was pregnancy associated with a left 
ectopic pelvic kidney. The patient was discharged from the 
hospital to be followed in the prenatal clinic. 

The prenatal course was otherwise uneventful. Frequent 
urinalyses of catheterized specimens were consistently within 
normal limits. On one occasion during the seventh month a 
trace of albumin was noted. 

On August 1 the patient was admitted to the hospital for 
medical induction of labor. The vertex was presenting and 
fixed in the pelvis. The cervix was soft, partially effaced, 
and 2 cm. dilated. Mild contractions followed the adminis- 
tration of castor oil and an enema. At 12:15 a. m. on August 
2.the contractions were every seven to ten minutes. Rectal 
examination at this time revealed the cervix to be 3 cm. 
dilated and well effaced. The vertex was at station —1, rest- 
ing above and on the pelvic kidney. The membranes were arti- 
ficially ruptured. Within one hour the contractions were of 
good quality every three to five minutes. Rectal examina- 
tion at this time revealed 4 cm. dilatation with the vertex at 
the same level. Three grains:of Seconal Sodium were given 
orally, and the patient was prepared for excretory urography. 
Thirty cc. of Neo-lopax was given intravenously, and a 
roentgenogram made in five minutes. Fifteen minutes later 
the cervix was 5 to 6 cm. dilated with the vertex still above 
and on the pelvic kidney. Demerol 100 mg. and scopolamine 
grains 1/150 were given. Ten minutes later, at 1:45 a. m., 
just prior to taking the thirty minute film, the patient began 
to have bearing down contractions. Rectal examination re- 
vealed complete dilatation with the vertex on the perineum. 
The patient was rushed to the delivery room, where a saddle 
block was administered. A living 7 pound 14 ounce boy was 
delivered with prophylactic low forceps. The mother and 
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baby were immediately returned to the x-ray department for 
a sixty minute film. The mother’s roentgenogram showed 


the left pelvic ectopic kidney well; however, no dye was 
visualized in the infant. 


The patient had an uneventful postpartum course. She was 
given a triple sulfonamide preparation 0.5 Gm. four times 
a day as a prophylactic measure. Daily urinalyses of cathe- 
terized urine were negative except for 1 plus albuminuria 
on the third postpartum day. The mother and baby were 
discharged in good condition on the fifth postpartum day. 


FIG. la. Thirty minute excretory urogram at four and one-half 
months’ gestation showing the left pelvic ectopic kidney overlying the 
sacrum. 

b. Ureteral catheters in place at four and one-half months’ gesta- 
tion showing the shortened left ureter. 

c. Retrograde urogram showing the pelvis and calyces of the left 
kidney with a ureteral catheter in place at four and one-half months’ 


DISCUSSION 


Only those kidneys which lie mainly or entirely be- 
low the iliac crest should be considered ectopic, since 
many normal kidneys frequently extend to or below 
the iliac crest. The ureter must be shorter than nor- 
mal. The arterial supply arises from an adjacent part 
of the aorta or from one of the iliac arteries. Kidneys 
may be described as abdominal, iliac, or pelvic. 


The first case of dystocia due to pelvic ectopic kid- 
ney was described by Hohl* in 1928; he stated that a 


gestation. Moderate overfilling of contrast medium is apparent. _ 

d. Retrograde urogram with ureteral catheters removed, showing 
relatively normal calyces. Malrotation of the kidney is noted. 

e. Fifteen minute excretory urogram taken during labor. The renal 
pelvis of the left kidney can be visualized overlying the sacrum. 

f. Sixty minute excretory urogram taken immediately following de- 
livery. Both renal systems are visualized. 
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pelvic mass found at delivery of two normal term in- 
fants was described at autopsy years later to be a pel- 
vic kidney. The first case in the English literature was 
reported by Mundé? in the New York Medical Journal 
in 1888. 

Anderson, Rice, and Harris,! in their commendable 
review of 112 cases of pelvic ectopic kidney associated 
with pregnancy and labor, stated that 10 maternal 
deaths have occurred, a maternal mortality of 8.9 per 
cent. No maternal deaths have been reported since 
1927. 

The patient reported upon here had an uneventful 
prenatal course, labor, and delivery with her first preg- 
nancy, the pelvic kidney being undiagnosed. Her main 
complaints during her second pregnancy consisted of 
dyspareunia and a bearing down discomfort in the 
pelvic region. Pelvic examination revealed a tender 
pelvic mass which was initially thought to be an 
ovarian tumor, but upon further study proved to be a 
left ectopic pelvic kidney. Anderson and others found 
in 91 cases of ectopic kidney only 24 which were 
diagnosed during pregnancy. Of those, 4 were orig- 
inally confused with ectopic pregnancy; 4 were called 
ovarian cyst; 6 had peculiar sacral, lumbo-iliac, or 
bearing down type pain as the initial symptom. The 
remaining 10 cases were picked up by routine pelvic 
examination. 

The treatment of pelvic ectopic kidney associated 
with pregnancy requires individualization. 

Chemotherapy must be used when indicated, and 
every effort should be made to prevent renal infec- 
tion. Urologic consultation is advisable. Little indica- 
tion for sterilization or interruption of pregnancy 
exists, unless other intervening diseases such as hy- 
dronephrosis, intractable pyelitis, neoplasm, or tox- 
emia of pregnancy should occur. 

The solitary pelvic kidney associated with preg- 
nancy, however, is another problem since the entire 
renal output is dependent upon it. The consequences 
resulting from pressure and possible trauma to the 
solitary kidney may be that of irreversible damage to 
kidney function and subsequent death. Interruption 
of the pregnancy and sterilization of the woman with 
a solitary pelvic kidney should be given serious con- 
sideration. Again, each case must be individualized. 

The management of labor and delivery is depend- 
ent on the size of the pelvis and the exact location of 
the pelvic kidney. Most women with unilateral pelvic 
ectopic kidney will deliver without difficulty provid- 
ing the pelvis is adequate. This should be determined 
by thorough clinical measurements and roentgen-ray 
pelvimetry studies. Frequent rectal and/or sterile 
vaginal examinations should be done during labor to 
determine whether or not the kidney is being im- 
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pacted against the sacrum as fetal descent occurs. The 
patient must be carefully observed for signs of renal 
damage such as severe colic type pain or hematuria. 
As long as the kidney possesses the mobility which 
was present at the onset of labor, it may be considered 
that the organ is not being subjected to abnormal 
pressure. This would in turn impede forward progress 
or descent of the fetal head. Kidneys which possess 
any degree of mobility tend to rise out of the pelvis 
as the fetal head advances. 

Anderson and others, in their analysis of the method 
of delivery in relationship to the pelvic ectopic kid- 
ney, showed that with the exception of breech deliv- 
ery and version and extraction there was little change 
in the fetal mortality from that in other pregnancies. 
Version and extraction presented a fetal mortality of 
80 per cent. Breech delivery carried with it a fetal 
mortality of 50 per cent. 


Most women with ectopic kidneys may be deliv- 
ered vaginally; however, if all of the renal mass lies 
in the pelvis, such as with a solitary pelvic kidney, a 
horseshoe kidney, or bilateral pelvic renal ectopia, 
cesarean section is the treatment of choice. Cesarean 
section also should be used judiciously in specific 
dystocia problems related to pelvic kidneys. 

One of the most important points is the danger of 
removing an unidentified pelvic mass either by the 
obstetrician at the time of cesarean section or at sub- 
sequent laparotomy only to find the mass is a kidney. 
Foley and Wilmer® reported 5 cases in which inad- 
vertent removal of a fused renal mass was done and 
of course was followed by death. 

An additional interesting note on this patient was 
the final excretory urographic study showing the five 
minute roentgenogram during labor and the sixty 
minute film after delivery. A plain film was made of 
the infant immediately after birth, but no contrast 
medium was visualized. This finding may lead to 
considerable speculation concerning the crossing of 
Neo-Iopax across the placental barrier, and the abil- 
ity of the fetal kidney to pick up the dye and ex- 
crete it. 


SUMMARY 


A case of unilateral pelvic ectopic kidney associat- 
ed with pregnancy and delivery of two normal full 
term infants is reported. 


The condition of pelvic renal ectopia associated 
with pregnancy is discussed with a brief review of 
the literature. 
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1506 West Terrell, Fort Worth 4. 


ABSTRACT OF DISCUSSION 


Dr. H. K. BRASK, San Angelo: Dr. Stouffer’s paper 
brings attention to one of the rare occurrences during preg- 
nancy, though maybe it is not as rare as we think, because 
as can be seen in this case report, the patient delivered the 
first baby without the pelvic ectopic kidney being suspected. 

Dr. Stouffer is to be commended upon his diagnosis be- 


fore delivery. I wish to reemphasize his statement that 
chemotherapy must be used when indicated, and every ef- 
fort should be made to prevent renal infection. These kid- 
meys are more often diseased than not. The ureters, as he 
pointed out, are apt to be malformed, and there are likely 
to be other modifications of the drainage canals, such as 
hydroureter and hydronephrosis, congenital strictures, or 
aberrant blood vessels, causing difficulty in drainage and 
consequent pyelonephritis. A. D. Summers, Princeton Hos- 
pital, Princeton, N. J., reported a case of horseshoe kidney 
obstructing labor in which the kidney was ballotable and 
was pushed up so that the head could enter the pelvis; the 
patient delivered without difficulty. Waters, in the Bulletin 
of Margaret Hague Maternity Hospital, reported a similar 
case in 1951. In Waters case the ectopic kidney was thought 
to be an ovarian tumor (as Dr. Stouffer has pointed out, 
such anomalies frequently are so mistaken); later on this 
case was proved by intravenous pyelogram. 

In another case a cesarean section was done, and at that 
time the ectopic kidney was excised. Only after it was ex- 
cised did the physician find that this was not an ovarian cyst 
but a hydronephrotic kidney. Fortunately the patient had a 
normal kidney on the other side and did well. 

I believe, as was emphasized, that management of labor 
and delivery is dependent on the size of the pelvis and exact 
location of the pelvic kidney and that each case should be 
individualized and followed closely. 
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San Antonio 5, Secy. ; 

Texas Tuberculosis Association, Dallas, April 9-10, 1954. Dr. R. G. 
McCorkle, San Antonio, Pres.; Miss Pansy Nichols, 208 E. Ninth, 
Austin, Executive Secy. 

Texas Urological Society. Dr. J. Reece Blundell, Houston, Pres.; Dr. 
Dolphus E. Compere, 1415 Pennsylvania Ave., Fort Worth, Secy. 


DISTRICI 


First District Society, Pecos, Feb. 12, 1954. Dr. John W. O'Donnell, 
— Pres.; Dr. H. D. Garrett, First National Bldg., El Paso, 

ecy. 

Second District Society, Sweetwater, April 15, 1954. Dr. T. D. 
Young, Sweetwater, Pres.; Dr. Francis Hood, Sweetwater, Secy. 
Third District Society, Amarillo, April 13, 1954. Dr. Robert A. 
Neblett, Canyon, Pres.; Dr. James T. Hall, 1626 Fifteenth St., 

Lubbock, Secy. 

Fourth District Society, San Angelo, Fall, 1954. Dr. P. M. Wheelis, 
Brownwood, Pres.; Dr. James N. White, San Angelo, Secy. 

Fifth and Sixth Districts Society, Corpus Christi, July, 1954. Dr. Y. 
C. Smith, Sr., Corpus Christi, Pres.; Dr. Robert J. Sigler, 1126 
Third Street, Corpus Christi, Secy. 

Seventh District Society, Austin, Feb. 18, 1954. Dr. Benjamin Clary 
Bates, Austin, Pres.; Dr. William McLean, 4618 Burnet Road, 
Austin, Secy. 

Eighth District Society. Dr. Howard Z. Fretz, Wharton, Pres.; Dr. 
George E. Glover, Jr., Victoria, Secy. 

Ninth District Society, Brenham, March 25, 1954. Dr. George D. 
Bruce, Baytown, Pres.; Dr. Lyman C. Blair, 1212 Rothwell, Hous- 
ton, Secy. 

Tenth District Medical Society. Dr. Edmund D. Jones, Beaumont, 
Pres.; Dr. O. W. Harris, Jr., Liberty, Secy. 

Eleventh District Society. Dr. Melvin R. Wilcox, Athens, Pres.; Dr. 
Marlin T. Braswell, Henderson, Secy. 

Twelfth District Society, Waco, January, 1954. Dr. Howard Dudgeon, 

Jr., Waco, Pres.; Dr. Walter B. King, Jr., Waco, Secy. 
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Thirteenth District Society, Fort Worth, 1954. Dr. William E. 
Crump, Wichita Falls, Pres; Dr. Robert D. Moreton, 815 Med- 
ical Arts Bldg., Fort Worth, Secy. 

Fourteenth District Society, Denton, 1954. Dr. J. W. Atchison, 


Gainesville, Pres.; Dr. L. W. Johnston, 502 W. College St., 
Terrell, Secy. 


Fifteenth District Society, Longview, April 20, 1954. Dr. L. E. 
Rutledge, Daingerfield, Pres.; Dr. George Tate, Longview, Secy. 
CLINICS 
Dallas Southern Clinical Society, Dallas, March 15-18, 1954. Miss 

Helga Boyd, Medical Arts Bldg., Dallas 1, Executive Secy. 
Central Texas Spring Clinic, Waco, April 7, 1954. Dr. Walter B. 
King, 2320 Columbus Ave., Waco, Secy. 
International Medical Assembly of Southwest Texas, San Antonio, 


Jan. 26-28, 1954. Dr. John M. Smith, Jr., 205 Camden St., San 
Antonio, Secy. 


New Orleans Graduate Medical Assembly, New Orleans, March 8-11, 


1954. Dr. Maurice E. St. Martin, Room 103, 1430 Tulane Ave., 
New Orleans 12, Secy. 


North Texas-Southern Oklahoma Fall Clinical Conference. Dr. C. H. 
Wilson, Wichita Falls, Chairman. 
Oklahoma City Clinical Society Conference, Oklahoma City. Miss 


Alma F. O’Donnell, 512 Medical Arts Bldg., Oklahoma City 2, 
Executive Secy. 


Postgraduate Medical Assembly of South Texas, 1954. Dr. Edward 
T. Smith, 906 Hermann Professional Bldg., Houston, Secy. 
State Tumor Conference, Wichita Falls, March 31, 1954. Dr. Bailey 
R. Collins, 92514 Scott Street, Wichita Falls, Director. 
BOARD EXAMINATIONS 


Texas State Board of Examiners in Basic Sciences. Mrs. Betty Ratcliff, 
407 Perry-Brooks Bldg., Austin, Chief Clerk. 


Texas State Board of Medical Examiners, Fort Worth, Nov. 12-14, 


1953. Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth, 
Secy. 


Fort Worth Public Forums 


The Tarrant County Medical Society is holding a series of 
open forums and panel discussions to enlighten the public 
on subjects such as the menopause, accidents, the common 
cold, and allergy. Programs are held at the new Fort Worth 
Academy of Medicine. 

More than 150 persons attended the first forum on meno- 
pause, which was conducted October 16. Dr. Hersel F. 
Willis was moderator, and the panel consisted of Drs. 
Thomas Taylor, Asa C. Watson, Jr., and Raymond J. Rim- 
mer. On October 30 Dr. Frank J. Daugherty moderated a 
discussion on accidents, with Drs. George H. Millington, 
Robert C. Barker, F. Melvin Johnson, and W. S. Lorimer, 
Jr. on the panel. 

“The Common Cold and Its Complications” was the sub- 
ject scheduled for the November 12 forum, with Dr. John 
A. Wiggins as moderator. A discussion on allergy, with Dr. 
Sim Hulsey as moderator, is to be held December 3. 


EXAMINATION FOR PUBLIC HEALTH SERVICE OFFICERS 


Examinations will be held February 2, 3, and 4 for med- 
ical officers for the regular corps of the United States Public 
Health Service. Completed application forms must be re- 
ceived no later than December 24. 

To be eligible a physician must be a citizen of the United 
States, at least 21 years of age, and a graduate of a recog- 
nized school of medicine. For assistant surgeon, an applicant 
must have at least seven years of collegiate and professional 
training and appropriate experience; ten years are required 
for senior assistant surgeon. 

Appointments will be made in the grades of assistant sur- 
geon and senior assistant surgeon and are permanent. Gross 
pay is identical to that of officers of equivalent rank in the 
Army and Navy. 

Application forms and additional information may be ob- 
tained by writing to the Chief, Division of Commissioned 
Officers, Public Health Service, Department of Health, Edu- 
cation, and Welfare, Washington 25, D. C. 


Medical Students’ Day 


Identical programs designed to acquaint medical students 
with the practical aspects of future medical practice will be 
presented in Houston and Galveston under the joint sponsor- 


ship of the Texas Medical Association and the local medical 
societies. 


In Houston, the meeting, open to all medical students of 
Baylor University College of Medicine, will begin at 4 p. m. 
December 11 in the school auditorium with greetings by Dr. 
John K. Glen, president of the Harris County Medical So- 
ciety. 

Following talks by a battery of speakers and a question 
and answer period, the senior medical students will be en- 
tertained at dinner at Pier 21, presided over by Dr. Glen. 

At Galveston the University of Texas School of Medicine 
will begin its program at 9:30 a. m. on December 12 in 
the school auditorium, with greetings by Dr. Jesse B. John- 
son, Sr., president of the Galveston County Medical Society. 
The program will be followed with a luncheon honoring 
senior students and presided over by Dr. Johnson. 

Highlighting each program will be the address to senior 
students by Dr. George Turner, El Paso, President of the 
Texas Medical Association. Dr. Turner will speak on “Your 
Responsibility as Doctors.” 

The speakers’ panel includes the following: “Your Prac- 
tice and Public Opinion” by Dr. Troy A. Shafer, Harlingen, 
chairman of the Committee on Public Relations, Texas Med- 
ical Association; ‘““You and the Medical Society” by Dr. F. 
J. L. Blasingame, Wharton, member of the Board of Trus- 
tees of the American Medical Association; “The Legal As- 
pects of Your Practice” by Philip R. Overton, Austin, gen- 
eral counsel of the Texas Medical Association; and “The 
Business Side of Your Practice” by Dr. Harvey Renger, Hal- 
lettsville, chairman of the Council on Medical Economics, 
Texas Medical Association. 

Medical Students’ Day programs, which are to be held an- 
nually, are sponsored by the Texas Medical Association in 
cooperation with Dallas, Harris, and Galveston Counties 
Medical Societies, local societies for each of the three Texas 
medical schools. The one for Southwestern Medical School of 
the University of Texas was held September 10 in Dallas. 


Texas Surgical Society 

The fall semiannual meeting of the Texas Surgical Society 
was held October 5-6 in Dallas, with Dr. Paul R. Lipscomb, 
from the Department of Orthopedic Surgery of Mayo Clinic, 
Rochester, Minn., participating in the scientific program. 
Others on the program were members of the faculty of 
Southwestern Medical School of the University of Texas, 
Dallas; members of the society; and speakers by invitation. 

The following new officers were elected by the 106 mem- 
bers present: Dr. Dudley Jackson, Sr., San Antonio, presi- 
dent; Dr. Frank Selecman, Dallas, first vice-president; Dr. 
Sam Dunn, Lubbock, second vice-president; Dr. Robert 
Sewell, Fort Worth, treasurer; Dr. Albert Hartman, Jr., San 
Antonio, secretary; and Dr. Joe T. Gilbert, Austin, member 
of the council. 

Dr. George W. Waldron, Houston, president, was speaker 
at the banquet October 5, and Dr. Frank H. Kidd, Jr., 
Dallas, was chairman of local arrangements. 

New active fellows of the society include Drs. Luke W. 
Able, Houston; William A. Altman, Dallas; Robert D. 
Bickel, Fort Worth; Lawrence L. Griffin, Austin; Carl A. 
Kunath, San Angelo; Edwin E. Middleton, Abilene; Frank 
Parrish, Houston; Frank M. Posey, Jr., San Antonio; Charles 
J. Terrell, Fort Worth; and Edgar C. White, Houston. Col. 
Charles H. Bramlitt, San Antonio, is a new associate fellow. 

Sixty guests attended the meeting. 
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PERSONALS 


At the American Society of Anesthesiologists meeting in 
Seattle, Wash., October 5-9, two members of the faculty of 
Southwestern Medical School of the University of Texas, 
Dallas, participated in the scientific program. Dr. Frank L. 
Davidson presented “An Evaluation of Long Acting Anes- 
thetic Agents,’ and Dr. F. A. Duncan Alexander was co- 
author. Both are also anesthesiologists at the Veterans Ad- 
ministration Hospital in McKinney. 

Dr. Sidney R. Kaliski, San Antonio, returned in Septem- 
ber from a two-month tour of Turkish hospitals representing 
the American Academy of Pediatrics. 

The American Association for the Surgery of Trauma 
closed its Chicago annual session October 3 with “Narrative 
Reports on the Management of Mass Civilian Casualties 
(The Story of Three Hurricanes)” by Dr. George J. Curry, 
Flint, Mich.; Dr. George R. Dunlop, Worcester, Mass.; 
and Dr. H. L. Jaworski, Waco. 

Dr. Michael E. DeBakey, Houston, will participate in 
panel discussions at the second annual cancer seminar of the 
Arizona Division of the American Cancer Society to be held 
at Phoenix January 14-16. 

Dr. R. T. Wilson, Austin, and his wife attended the an- 
nual meeting August 20-22 in Denver of the Rocky Moun- 
tain Radiological Society. Dr. Wilson served as a member of 
the society’s scientific exhibit committee for this meeting. 

Dr. George Sidney Woods, general practitioner in Devine 
for forty-two years, was paid tribute in a “Day of Apprecia- 
tion” October 1 with the local chamber of commerce spon- 
soring a seventy-six float parade, a barbecue, and a program 
of speeches and gifts in the high school stadium. Dr. Woods 
was made honorary mayor of Devine and was greeted by 
approximately 1,500 of the more than 4,400 persons he has 
delivered. Dr. Robert F. Gossett, chief of staff of the Bap- 
tist Memorial Hospital, San Antonio, made the principal 
address, and Dr. Leo E. Peters, Devine, welcomed visiting 
physicians. 

Dr. P. J. Mock, La Porte, became a member of the board 
of education of the La Porte Independent School District 
in August. 


Dr. Joe D. Nichols, Atlanta, was elected to the Marion- 


Cass Soil Conservation District board of supervisors in 


August. 


At the August meeting of the board of directors of the 
Security State Bank of Navasota, Dr. S. D. Coleman, Nava- 
sota, was elected first vice-president. 

Jeffie Hillery Dufner, San Antonio dentist and a brother 
of Dr. C. T. Dufner of Hallettsville, died of a heart attack 
August 7 while on a pleasure trip to California. 

Floyd Mays, former president and general manager of the 
Illinois Central Railroad System, died in August after a long 
illness. His son, Dr. Floyd Mays, Jr., Big Spring, survives. 

Mrs. Frances Wheelis Tarver was married to Dr. Horace 
H. Trippet, Waco, August 30 in Waco. 

Dr. Stanton J. Barron, Jr. and Miss Jacquelyn Storey 
Emerson were married in Dallas July 25 and are residing in 
Corsicana. 

Recent births reported in the Stethoscope, publication of 
the Tarrant County Medical Auxiliary, are a girl to Dr. and 
Mrs. E. R. Innis on August 26; twins, a girl and a boy, to 
Dr. and Mrs. Leroy Bursey on August 28; and a son to Dr. 
and Mrs. Wiley Alliston on August 9. 


The Library of the Texas Medical Association has more 
than a dozen standard index and abstract publications 
through which reference lists for almost any medical subject 
can be prepared. A trained staff is ready to work up bibliog- 
taphies for members of the Association upon request. 
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Texas Club of Internists 


The Texas Club of Internists held its annual meeting Sep- 
tember 21-25 in Canada. The first three days were spent in 
Toronto at the University of Toronto, the Hospital for Sick 
Children, Charles H. Best Institute, and Sunnybrook Hos- 
pital, and the next two days were spent in Montreal at Mc- 
Gill University Faculty of Medicine, the Royal Victoria Hos- 
pital, and Montreal General Hospital. Twenty-six physicians 
and sixteen wives made the trip to Canada. 

The scientific program consisted of such subjects as chemo- 
therapy in malignant disease, therapy in pernicious anemia, 
hemolytic anemia, diabetic neuropathy, pituitary cytology 
and pituitary hormones, headache, thyroid function, galacto- 
semia, adrenogenital syndrome, ACTH and cortisone therapy 
in nephrosis and in rheumatic disease, sprue malabsorption 
syndrome, electrolyte metabolism in cirrhosis of liver, idio- 
pathic pericarditis, hormonal management of ulcerative co- 
litis, recurrent pheochromocytoma, severe gout, lupus ery- 
thematosus, natural history of essential hypertension, para- 
thyroid disease, adrenal corticoid function in toxemias of 
pregnancy, experimental work in atherosclerosis, angiocar- 
diography, and anterior chest pain. 

The club entertained the staffs of the medical departments 
of both universities, and Dr. R. F. Farquharson, professor of 
medicine at the University of Toronto, gave a dinner for the 
Texans. 

After the scientific meeting, many of the physicians and 
their wives toured Quebec before returning to Texas. 


TEXAS PEDIATRIC SOCIETY 


The fall clinical meeting of the Texas Pediatric Society 
was held October 2-3 in Corpus Christi, with six guest 
speakers participating in the scientific program. They were 
Dr. Robert L. Jackson, Iowa City; Dr. J. M. Adams, Los 
Angeles; Dr. M. G. Peterman, Milwaukee, Wis.; Dr. J. J. 
Quilligan, Jr., Dallas; Dr. Charles W. Daeschner, Jr., Hous- 
ton; and C. M. Pomerat, Ph. D., Galveston. 

Topics discussed included cat scratch fever, epilepsy in 
childhood, juvenile diabetes, use of gamma globulin in clin- 
ical pediatrics, studies on anemias of prematurity, nutritional 
management of infants and children, treatment of convul- 
sions in childhood, tissue cultures in children, and diagnosis 
and treatment of common infections of the respiratory tract 
in infants and children. 

New officers follow: Dr. Robert L. Moore, Dallas, presi- 
dent; Dr. M. C. Carlisle, Waco, president-elect; Dr. James 
N. Walker, Fort Worth, secretary; Dr. Jack M. Woodall, 
Big Spring, treasurer; Dr. Frank H. Lancaster, Houston, his- 
torian; Dr. Edith Bonnet, San Antonio, District 3 councilor. 

More than 150 physicians attended. Dr. J. A. Bybee, Beau- 
mont, president, presided over the business meeting; Dr. 
E. M. Wier, Fort Worth, over the morning session October 
2; Dr. Jack R. Hild, Houston, over the afternoon session; 
and Dr. B. A. Knickerbocker, Dallas, over the morning ses- 
sion October 3. 


A luncheon, boat ride, cocktail party, and banquet also 
were on the program. 


Heart Research Grants 


Application deadline for American Heart Association re- 
search grants-in-aid for 1953-1954 is December 1. Informa- 
tion booklets and application blanks may be obtained from 
the group’s medical director, Dr. Charles D. Marple, 44 East 
Twenty-Third Street, New York 10. 
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DOCTOR-PATIENT RELATIONS 


Good doctor-patient relations or a successful practice have 
their beginning in the outer office. Your secretary or recep- 
tionist has the first contact with the patient. Is she a help or 
a hindrance to you in your practice? Is she friendly and cour- 
teous? Is she efficient? Does she run your office the way you 
want it run, or her way? Are her hours irregular? Is her pay 
adequate? Do you have errors with prepayment plans? Are 
your patients informed when you have been delayed? Are 
they made to feel at ease? There seems to be no royal road 
to the perfect secretary or receptionist, but a few hints may 
help. 

“Office Courtesy,” a new motion picture film available at 
the Memorial Library of the Texas Medical Association, 
portrays a secretary who did not know how to meet the 
public. Her disagreeable manner drove people away. Then 
—a change of attitude, and the same secretary is shown in 
the same situations as they should be handled. The film is 
in color and sound, and is available for loan. 

The following articles and films, all on loan at the Li- 
brary, also may be of interest: 


ARTICLES 

1. Bredow, M.: Look Here Now, Boss, Med. Economics 
30:173 (March) 1953. 

2. Hess, Elmer; Roth, Russell B.; and Kaminsky, An- 
thony F.: The Patient and the Proper Function of the Doc- 
tor’s Office, Texas State J. Med. 49:368 (June) 1953. 

3. Hodges, F. T.: Who’s Boss in Your Office? Med. 
Economics 30:134 (Sept.) 1953. 

4. O'Connor, J.: How My Office Avoids Mix-Ups with 
Prepay Plans, Med. Economics 30:202 (May) 1953. 

5. Secretaries Are Important (ed.), J. Indiana M. A. 
46:763 (Aug.) 1953. 

6. Winning Ways with Patients, Chicago, AMA, 1952. 


FILMS 


1. Office Courtesy, 16 mm., sound, color, 10 minutes. 
2. As Others See Us, 16 mm., sound, 20 minutes. 


MOTION PICTURES FOR LOAN 


Mental Health 


16 mm., sound, color, 12 minutes. (Purchased by 
Texas Medical Association.) 

This film illustrates the four basic rules for staying in 
good mental health: (1) don’t bottle up your emotions, 
(2) feel right about yourself, (3) feel right about other 
people, (4) do something about a problem as soon as it 
comes up. This is an excellent film for senior high schools, 
parent-teacher associations, and civic clubs. 


Glaucoma: What the General Practitioner Should Know 


16 mm., sound, color, 22 minutes. (Purchased by 
Texas Medical Association.) 

The high incidence of blindness due to glaucoma is 
brought to the attention of the general practitioner so that 
he will be aware of the symptoms in his patients. The film 
shows how to recognize the signs and symptoms and points 
out the necessity of referring patients with glaucoma to an 
ophthalmologist for definitive diagnosis and treatment im- 
mediately. 

There is a discussion of the formation and drainage of 
the aqueous humor, the maintenance of intraocular pressure, 


LIBRARY SECTION 





and the effects of increased pressure. The difference between 
congestive glaucoma, which may be either acute or chronic, 
and noncongestive, or chronic simple glaucoma, is explained, 
Two cases are shown, one of acute glaucoma and the other 
of chronic glaucoma. 
This film is recommended for general practitioners. 


The Atom and Medicine 


16 mm., sound, 12 minutes. (Purchased by Texas 
Medical Association.) 

This film describes the increasingly important role of 
radioisotopes in hospitals, clinics, and doctors’ offices. It 
clarifies many misconceptions about the handling, cost, 
dosage, and dangers. It shows clearly the respect with which 
radiation must be treated and demonstrates some of the in- 
struments and devices used to handle it. 

This is an excellent film for use by lay groups and nurs- 
ing classes. 


Obstetric Roentgenography 


16 mm., sound, 21 minutes. (Purchased by Texas 
Medical Association.) 

Prepared by Drs. Paul C. Swenson and T. L. Montgom- 
ery of Jefferson Medical College of Philadelphia, this film 
should be helpful to small clinics and hospitals. It describes 
the use of a modified Colcher-Sussman technique of pelvi- 
metry and cephalometry, with emphasis on the need for 
pelvic classification and careful clinical correlation in in- 
terpreting the observations. 


The Warning Shadow 


16 mm., sound, 17 minutes. (Courtesy of Texas Can- 
cer Coordinating Council.) 

A brief history of cancer of the lung is given in this film. 
The narrator relates that in 1933 the first operation for the 
complete removal of a cancerous lung was performed. The 
patient, an obstetrician, and the surgeon, a noted chest ex- 
pert, make an appearance in the film after their story has 
been told. They appeal for increased awareness of lung cap- 
cer in all persons past 45 years of age. 

This film is of interest to all lay groups, especially busi- 
nessmen’s and civil clubs. 


CONTRIBUTIONS TO LIBRARY 


Grateful acknowledgment is made by the Texas Medical 
Association Memorial Library of the following recent gifts: 

Dr. T. J. Archer, Austin, 23 journals. 

The Hon. Lyndon B. Johnson, Washington, D. C., 2 re- 
ports. 

Dr. Charles F. Pelphrey, Austin, 1 journal. 

Dr. N. L. Schiller, Austin, 15 journals and 7 pamphlets. 

Terrell’s Laboratories, Fort Worth, 18 journals. 


BOOKS RECEIVED IN OCTOBER 


Black, B. Marden: Hyperparathyroidism, Springfield, Ill. 
Charles C Thomas, 1953. 

Blacklock, D. B., and Southwell, T.: Human Parasitology, 
ed. 5, Baltimore, Williams and Wilkins, 1953. 

Braunstein, John R.: The Ballistocardiogram, Dynamic 
Record of the Heart Beat, Springfield, Ill., Charles C 
Thomas, 1953. 

Johns, Harold Elford: The Physics of Radiation Therapy, 
Springfield, Ill., Charles C Thomas, 1953. 

Kinsey, Alfred C.; Pomeroy, Wardell B.; Martin, Clyde 
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E.; and Gebhard, Paul H.: Sexual Behavior in the Human 
Female, Philadelphia, W. B. Saunders, 1953. 

Muscular Dystrophy Association of America, Inc.: Pro- 
ceedings of First and Second Medical Conferences, 1952. 

Pratt, Robertson, and Defrenoy, Jean: Antibiotics, ed. 2, 
Philadelphia, J. B. Lippincott, 1953. 

Richardson, Frank Howard: The Nursing Mother, New 
York, Prentice-Hall, 1953. 

Sammis, Florence Eastty: Allergic Patient and His World, 
Springfield, Ill., Charles C Thomas, 1953. 

Slater, Eliot: Psychotic and Neurotic Illnesses in Twins, 
London, Medical Research Council, 1953. 

Smith, Philip E., and Copenhaver, Wilfred M.: Bailey’s 


Text-book of Histology, ed. 13, Baltimore, Williams and 
Wilkins, 1953. 


BOOK NOTICES 


Children of Divorce 


J. LOUISE DESPERT, M. D., 282 pages. $3.50. New 
York, Doubleday and Company, Inc., 1953. 

The purpose of the book, as stated by the author, is to 
save the marriages of “today’s children whose parents have 
failed at marriage.” 

The book is divided into four parts. 

1. “Safeguarding the Child” gives advice to the parents 
who have become so involved in their own drama that they 
forget the children and the insecurity and anxiety their chil- 
dren experience. 

2. “When Children Experience Divorce” offers case his- 
tories of successful and unsuccessful weathering of the di- 
vorce by parents and by the children. 

3. “Courts and Agencies” discusses the problems concern- 
ing children brought to the courts. Community agencies, 
churches, and schools are discussed and recommended as 
first aids before bringing the case to the courts. 

4. “Thoughts on the Family” offers constructive ideas on 
how to lower the present increasing divorce rate. 

The book was written for parents and could be recom- 
mended by the general practitioner to his patients who have 
such emotional problems. 


*Sexual Behavior in the Human Female 
By the Staff of the Institute for Sex Research, In- 
diana University, ALFRED C, KINSEY, WARDELL B. 
POMEROY, CLYDE E. MARTIN, avd PAUL H. GEB- 
HARD. 842 pages. $8. Philadelphia, W. B. Saunders 
Company, 1953. 

The long awaited sequel to ‘Sexual Behavior in the 
Human Male” presents material derived from personal 
interviews with nearly 8,000 women, with special research 
studies in sexual anatomy, physiology, psychology, and en- 
docrinology. (This present series deals only with white fe- 
males not in prison.) 

Some development of the history and method of study is 
presented: the scope of the study, the sample and its statis- 
tical analysis, sources of data, and so forth. Then follows a 
development of the types of sexual activities among females: 
preadolescent sexual development, masturbation, nocturnal 
sex dreams, premarital petting, premarital coitus, marital 
coitus, extramarital coitus, homosexual responses and. con- 
tacts, animal contacts, and total sexual outlet. Finally, a com- 
parison of the female and male in regard to anatomy, 


physiology, psychology, and neural and hormonal factors is 
discussed. 


1E. P. Tottenham, M. D., Brenham. 
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Most clinicians would beneft from the new insights and 
facts presented in this excellent survey. It will help imme- 
diately in such problems as sexual adjustments in marriage, 
sexual education of children, and the social control of sex 
offenders. The staff of the research institute is eager to get 
more medical and research personnel interested in the var- 
ious new fields developed in this study for further clinical 
investigation and study. ‘ 

The book is well illustrated with tables, figures, and 
charts and contains an unusually large bibliography. 


Physiology of Exercise 


LAURENCE E. MOREHOUSE, Ph. D., Associate Pro- 
fessor of Physical Education, University of Southern 
California, Los Angeles; and AUGUSTUS T. MILLER, 
Jr., Ph. D., M. D., Professor of Physiology, Univer- 
sity of North Carolina Medical School, Chapel Hill. 
Second edition. 355 pages. $4.75. St. Louis, C. V. 
Mosby Company, 1953. 

The fundamental facts of physiology as they are related 
to exercise will be found in this new edition. The book is 
intended for the use of teachers of physical education and 
practitioners of physical medicine. Physiologic studies car- 
ried out during World War II on fatigue, fitness, and train- 
ing have been incorporated and should be of interest to the 
physicians. The material is presented in a simple form and is 
easily understood; all technical terms are defined in the 
glossary. A table of weights and measures also will be found 
in the glossary. 


*Clinical Allergy 


FRENCH K. HANSEL, M. D., M. S., Director, Hansel 
Foundation for Education and Research in Allergy; 
Chief of Allergy Service, DePaul Hospital, St. Louts. 
1,005 pages. $17.50. St. Louis, C. V. Mosby Com- 
pany, 1953. 

This volume is a complete textbook on the subject of gen- 
eral allergy, replacing Hansel’s previous, more limited one 
on allergy of the nose and paranasal sinuses, published in 
1936. It covers all phases of allergy—some in great detail, 
others rather sparingly. The greatest emphasis is placed on 
allergies of the nose and paranasal sinuses. 

Like other works on allergy, it begins with a detailed 
and well documented account of anaphylaxis and builds up 
to clinical allergy. Subsequent chapters include the follow- 
ing topics: serum allergy, allergy to biologic products, en- 
tomogenous allergy, allergy to drugs, food allergy, pollen 
allergy, allergy to fungi, and allergy to inhalants, plus gen- 
eral considerations such as history taking, methods of test- 
ing, and equipment needed. 

The next twelve chapters are devoted to the nose and 
paranasal sinuses including physiology, biochemistry, bac- 
teriology, allergic conditions, diagnostic procedures, differen- 
tial diagnosis, and detailed methods of treating all condi- 
tions. Allergy in otology and ophthalmology are presented 
briefly in two chapters, and bronchial asthma in the next 
three chapters. The antihistamines, ACTH, and cortisone 
are discussed in great detail. For the first time the “small 
or optimum” dosage method of desensitization is outlined. 
Five chapters are devoted to allergy in children, and the 
final five chapters to the dermatoses, headache, and tobacco 
sensitivity. 

Subject matter presented in this manner causes a certain 
amount of unavoidable repetition, but it improves the book 
for reference work. Any complete phase of allergy is at the 
reader’s fingertips. 


2Max H. Grow, M. D., Dallas. 
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Since the nose and paranasal sinuses are involved in a 
high percentage of allergic conditions, it might be wise to 
begin studying this book with Chapter 16, which is on the 
physiology, biochemistry, and bacteriology of the nose and 
paranasal sinuses. A good knowledge of the normal is im- 
perative if the physician wishes to understand changes brought 
about by reactions, allergic or otherwise. 

The detailed discussion of cytology of nasal secretions 
should be read again and again by every physician. Since 
exact measurements of allergy and allergic reactions are 
scarce, this valuable source of information should be used at 
every opportunity. Too often failure to examine the nasal 
secretions causes unnecessary delay in correct treatment. 

Offhand, it would seem unnecessary to: devote special 
chapters to allergy in children, but there are problems pe- 
culiar to this age group. One is the role of infection in 
rhinitis, asthma, and eczema; another tonsillectomy and 
adenoidectomy. Both problems plague physicians from Octo- 
ber to June every year. Although these discussions do not 
solve the problems, they provide the reader with valuable 
information for a guide. 

In general the book is excellent and should be a valuable 
addition to the library of any physician. 





*Syphilitic Optic Atrophy 


WALTER L. BRUETSCH, M. D., Clinical Professor of 
Neurology and Psychiatry, Indiana University School 
of Medicine; Clinical Director and Head of the Re- 
search Department, Central State Hospital, Indianap. 
olis; Special Consultant to the U. S. Public Health 
Service, Division of Venereal Diseases, Washington, 
D. C. A Monograph in The Bannerstone Division of 
American Lectures in Ophthalmology, edited by 
DONALD J. LYLE, M. D., F.A.C.S. 138 pages. $5.50. 
Springfield, Ill., Charles C Thomas, 1953. 


This monograph constitutes an excellent, up to date, easily 
read, study of syphilitic optic atrophy. It begins with a few 
historical notes, next presents theories as to the way optic 
atrophy is produced in syphilis, and then gives careful and 
numerous histopathologic studies of cases of this condition. 
Having established the foundation for the statements he is 
to make, the author presents a short, easily read chapter 
summarizing the pathology of syphilitic optic atrophy. This 
is followed by an excellent clinical discussion on this condi- 
tion, including suggestions for early diagnosis and treatment. 
This book is well prepared and is a fundamental contribu- 
tion to the knowledge and literature about the disease. 





3]. L. Mims, Jr., M. D., San Antonio. 





ORGANIZATION SECTION 


TEXAS MEDICAL ASSOCIATION 


Annual Session Takes Shape 


Although the 1954 annual session of the Texas Medical 
Association is six months in the future, plans for the pro- 
gram and exhibits are taking shape rapidly. Those hoping to 
participate as essayists or exhibitors are being reminded to 
make application promptly. 

The scientific program for the 1954 meeting, set for May 
3-5 in San Antonio, will consist largely of two simultaneous 
programs, one based primarily on medical subjects and the 
other on surgical subjects, all day Tuesday, May 4, and 
Wednesday morning, May 5. The nine scientific sections of 
the Association will participate in these programs and will 
not hold separate meetings. The combination-type format 
will permit fewer individual papers, and in each program 
some time will be reserved for out-of-state guest speakers. 
Therefore, Texas physicians with papers suitable for presen- 
tation should confer at once with the section officers formu- 
lating the program. Names of these officers are listed on 
pages 447 and 448 of the June JOURNAL. The entire pro- 
gram will be reviewed and decided upon by the Council on 
Scientific Work in mid-January, but section officers are 
completing their recommendations now. 

Scientific exhibits, which with the technical exhibits will 
be housed on the lower level of the Municipal Auditorium, 
are being solicited by Dr. James D. Murphy, Fort Worth, 
chairman of the Committee on Scientific Exhibits. Prefer- 
ence will be given to exhibits in the order of receipt of 
application for space, and all applications must be in Dr. 
Murphy’s hands by February 5. Motion pictures for show- 
ing in the Motion Picture Theater should be sent to the Li- 
brary of the Texas Medical Association for review no later 
than February 5. 

Technical exhibit space still is available at this writing. 


Requests for space for commercial displays should go to 
N. C. Forrester, Executive Secretary of the Association, in 
Austin. 

The schedule for the forthcoming session, although sim- 
ilar to those for recent meetings, will be modified in sev- 
eral respects. Plans call for the following: 


SATURDAY 
Committee meetings. 

SUNDAY 
9 a. m.—House of Delegates. 
2 p. m.—Reference Committees. 
8 p. m.—House of Delegates. 
Related specialty societies. 

MONDAY 
8:45 a. m.—Opening exercises, memorial services, 

ing. 

10 a. m. and 2 p. m.-—Related specialty societies. 
6 p. m.— Alumni banquets. 


8:30 p. m.—Related specialty societies and House of Delegates (ten- 
tative). 


and general meet- 


TUESDAY 
8:30 a. m. and 2 p. m.—Medical and surgical scientific sessions. 
6 p. m.—Fraternity parties. 
8 p. m.—President’s entertainment. 
WEDNESDAY 


8:30 a. m.—Medical and surgical scientific sessions and House of 
Delegates. 


12:30 p. m.—Luncheon and general meeting. 


Registration after Sunday, exhibits, opening exercises, 
medical and surgical scientific sessions, and some specialty 
society meetings will be housed at the Municipal Audi- 
torium. Registration Sunday, the House of Delegates, the 
final general luncheon, and several specialty societies are 
scheduled at the Gunter Hotel. Other specialty societies will 
meet at the Plaza Hotel. An informal entertainment honor- 
ing the President of the Association is planned for La Villita. 
The Woman’s Auxiliary, which will meet concurrently with 
the Association, will have headquarters at the Menger Hotel. 
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AMERICAN MEDICAL ASSOCIATION 
Abt. Cliaicel Session 


With emphasis on presenting the latest developments in 
medicine for the general practitioner, the seventh annual 
clinical session of the American Medical Association will be 
held December 1-4 in St. Louis. 

Special features will include an exhibit and question and 
answer conference on diabetes, an exhibit symposium on the 
prevention of traffic accidents, manikin demonstrations on 
the problems of delivery, and a fracture exhibit. 

The House of Delegates will meet in conjunction with the 
clinical session, and the General Practitioner of the Year will 
be named. 

Papers by prominent physicians from all parts of the 
country will cover such topics as internal medicine, surgery, 
pediatrics, obstetrics and gynecology, tuberculosis and other 
diseases of the chest, cardiovascular diseases, arthritis, derma- 
tology, gastrointestinal diseases, and neuropsychiatry. 

More than 100 scientific displays amplifying new treat- 
ments and techniques will be on exhibit, and approximately 
150 technical exhibits will feature all types of office and 
medical practice needs. 

There is no registration fee for members of the Associa- 
tion. Information on hotel reservations may be obtained 
from the American Medical Association Subcommittee on 
Hotels, Hotel Reservation Bureau, Room 406, 911 Locust 
Street, St. Louis 1. 


COUNTY SOCIETIES 








Angelina County Society 
September 10, 1953 
(Reported by Byford H. Denman, President) 
Hypertension—Hugh Hanson, Houston. 
Psychosomatic Aspects of Hypertension—Jackson Smith, Houston. 
About twenty members of the Angelina County Medical 

Society attended the September 10 meeting in Lufkin and 
heard the above scientific program presented by faculty 
members of Baylor University College of Medicine. Eighteen 
nurses were guests of the society. 


Dallas County Society 


September 8, 1953 
(Reported by W. W. Fowler, Secretary) 

The Dallas County Medical Society met jointly with the 
Tarrant County Medical Society for a barbecue dinner and 
social gathering September 8 at the Godfrey Ranch near 
Grapevine. Mr. Louie E. Throgmorton, vice-president and 
director of public relations for the Republic National Life 
Insurance Company, was speaker. His subject was “For 
Whom the Bell Tolls.” 


Grayson County Society 
September 8, 1953 
(Reported by W. D. Blassingame, Secretary ) 

Following a dinner and business session on September 8 
at the Woodlawn Country Club in Denison, the Grayson 
County Medical Society was presented with a clinical path- 
ological conference by Donald Brandt, Denison. Participat- 
ing in the program were Fred Aurin as moderator, Charles 
Ashworth, and C. Dennis Fitzwilliam, all of Fort Worth. 

Paul Pierce, Denison, vice-president, presided over the 
business meeting in the absence of the president, Vernon 
Tuck, Sherman. Twenty-five members and three guests were 
present. 

Mrs. Stanley Clayton, Denison, president of the Grayson 
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County Auxiliary, discussed the essay contest sponsored by 
the Association of American Physicians and Surgeons, and 
the society voted to set aside $100 for prizes to Grayson 
County winners of the contest. 

The society went on record as favoring the publishing of 
special sections in county newspapers in commemoration of 
the centennial anniversary of the Texas Medical Association. 

A letter from Mr. Charles L. Klapproth, brother of Her- 
man Klapproth, who died April 3 in Midland, acknowledg- 
ing the resolution passed by the society relative to Dr. 
Klapproth’s death, was read. 


Potter County Society 
September 7, 1953 
(Reported by William J. Campbell, Secretary) 
Respiratory Complications in Neonatal Period—R. F. Goddard, Al- 
buquerque. 

The Potter County Medical Society held a dinner meeting 
September 7 at: the Blackstone Hotel in Amarillo, with 
Fred J. Crumley, Amarillo, president, presiding over the 
business session. John R. Archer and Jack G. Jordan, for- 
merly of Dallas, and W. W. Stout, formerly of Fort Worth, 
were accepted into the society by transfer; M. E. Jacobson 
and Rex Rook, who had been intern members, and Howard 
C. Reid, who had been a military member, were welcomed 
back into the society as regular members. 

At the request of Robert A. Neblett, Canyon, District 3 
president, the society voted to sponsor a speaker annually at 
the district society meeting. 


Tarrant County Society 


September 20, 1953 
(Reported by S. W. Wilson, Secretary) 


Dedicated to the improvement of the art and science of 
medicine for the benefit of the citizens of the community, a 
new building of pink brick with stone trim was opened offi- 
cially by the Fort Worth Academy of Medicine (members 
of the Tarrant County Medical Society interested in main- 
taining the building for physicians of the area) at a recep- 
tion September 20. Located at the corner of Crestline Road 
and Tulsa Way in Fort Worth, the building contains a large 
lobby with display cases, offices for the medical society, a 
library, an auditorium with seating capacity for 500 and din- 
ing capacity for 300, and a kitchen. 

The building was erected and furnished by the Amon G. 
Carter Foundation for use by the Fort Worth Academy, direc- 
tors of which include William Crawford, Porter Brown, 
Hobart O. Deaton, Joseph F. McVeigh, Sim Hulsey, May 
Owen, Fred Aurin, Hub Isaacks, T. H. Thomason, and Mal 
Rumph. Dr. Crawford is president of both the academy and 
the medical society. 


Webb-Zapata-Jim Hogg Counties Society 


September 1, 1953 
(Reported by A. S. McGee, Secretary) 
Shoulder-Arm Syndrome—John W. Winter, San Antonio. 

Discussion—Leonides G. Cigarroa, Laredo. 

The Webb-Zapata-Jim Hogg Counties Medical Society 
held a dinner meeting September 1 at the Plaza Hotel in 
Laredo, with nineteen members and two guests present. The 
following new members were named: Joaquin Cigarroa, Jr. 
and C. Bazan, both of Laredo, and A. S. McGee, by transfer. 

The two guests present were introduced. They were James 
Duel and Sol Lando, both medical officers at the Laredo 
Air Force Base. 

Albert King, president, turned the meeting over to M. E. 
Malakoff, program chairman, after the business had been 
completed. The program as outlined above was. presented 
and lantern slides were shown. 
















GO AND GROW 


“Organization comes first; activation second.” * 


In a medical auxiliary activation means the health educa- 
tion program, legislation, public relations, civil defense, nurse 
recruitment, or other activities adopted by a particular county 
auxiliary to fit its needs and resources—all working together 
to support and interpret the ideas and aims of American 
medicine. Good organization enables a group to carry on its 
program more effectively and presents a unified front to the 
public. 

The First Vice-President of the State Auxiliary, who is Mrs. 
John Gleckler of Denison, is chairman of organization for 
the state, whereas the fifteen district council women, working 
closely with her, are responsible for the care and nurture of 
each auxiliary in their districts. This year’s goal, Mrs. Gleck- 
ler reports, is to obtain an increase of 10 per cent above the 
state membership figure of last year, which was 4,472. At 
present the Auxiliary is 100 per cent organized, with a 
county auxiliary for each county medical society. Mrs. 
Gleckler states that her group is communicating with new 
auxiliaries as well as those longer established organizatiors 
in an effort to hold present memberships together and gain 
new members in each auxiliary. The more firmly established 
auxiliaries have been asked to adopt nearby newer ones and 
offer encouragement and assistance by including them in one 
or more outstanding meetings. As an example, the Grayson 
County Auxiliary, Mrs. Gleckler says, has invited two new 
neighboring groups, the Collin and Fannin Counties Aux- 
iliaries, to its November style show-tea. 

Mrs. E. W. Coyle of San Antonio, State Auxiliary Presi- 
dent, also had expressed her desire to help new auxiliaries 
cement their organizations and has invited all auxiliaries to 
call upon her for assistance. Mrs. Coyle states that no group 
is too small for her to visit and that each county auxiliary 
represents an important link in the state auxiliary’s chain of 
organization. 

Thus, each auxiliary, regardless of its size and location, 
may strengthen its organization and thereby step up its pace 
and scope of activities. Auxiliary leaders agree, however, 
that successful and continued growth can never be achieved 
unless each individual member considers herself an important 
and necessary part of the auxiliary team and puts forth a 
little extra time and effort to be active in her particular aux- 
iliary’s projects. And, personal contact remains the most ef- 
fective means of gaining new members and interesting pres- 
ent members in the auxiliary’s aims. 

Mrs. Gleckler reports the national auxiliary has forwarded 
several suggestions regarding membership, which include: 

1. Give new members responsibilities. 

2. Use a hospitality committee in large auxiliaries to make 
members fee! welcome. 

3. Urge everyone to find a new friend at each meeting. 





*From a report by Mrs. George Turner, Chairman of Organization, 
Woman’s Auxiliary to the American Medical Association, Bull. Wom- 
an’s Aux. to AMA 14:20-23 (Aug.) 1952. 





Officers of the Woman’s Auxiliary to the Texas Medical Assocta- 
tion: President, Mrs. E. W. Coyle, San Antonio; President-Elect, Mrs. 
Mark H. Latimer, Houston; First Vice-President (Organization), Mrs. 
John D. Gleckler, Denison; Second Vice-President (Physical Exam- 
inations), Mrs. Cecil O. Patterson, Dallas; Third Vice-President (To- 
day’s Health), Mrs. Ralph B. Payne, Amarillo; Fourth Vice-President 
(Program), Mrs. Guy Knolle, Houston; Recording Secretary, Mrs. 
Paul Brindley, Galveston; Corresponding Secretary, Mrs. Charles L. 
McGebee, San Antonio; Treasurer, Mrs. Oscar M. Marchman, Jr., 
Dallas; Publicity Secretary, Mrs. Allen H. Neighbors, Jr., Austin; 


AUXILIARY SECTION 


4. Work with the treasurer toward the payment of dues, 
especially urging delinquent members to pay back dues. 

5. Ask the county medical society to use auxiliary news in 
its bulletins. 

6. Remember that a small auxiliary is important and an 
auxiliary member in a small group is almost an auxiliary in 
her own right. 

The pamphlet “You Are Eligible” explains membership 
in the auxiliary and points out that as an auxiliary member 
each physician’s wife is eligible and privileged to assist the 
medical society in its program for the advancement of medi- 
cine and public health, to cultivate friendly relations and pro- 
mote mutual understanding among families of physicians, to 
serve as a leader of health education in the community, and 
to act as a liaison between the medical profession and the 
public. 

Dr. Holman Taylor, in an editorial in the June, 1919, 
TEXAS STATE JOURNAL OF MEDICINE, had this to say about 
the Woman’s Auxiliary to the Texas Medical Association: 

“The good such an organization can do is limited only by 
the enterprise of its members and the wisdom of its plan of 
organization.” 


COUNTY AUXILIARIES 


After the summer vacation during which few county aux- 
iliaries held meetings, most of these groups have entered 
their year’s activity. Evidence that the State Auxiliary Presi- 
dent, Mrs. E. W. Coyle, San Antonio, is already busy with 
the annual pilgrimage her office entails is news of her 
visits to Kerrville, Corsicana, and her own Bexar County 
Auxiliary. The Bexar County women assisted with a garden 
reception held September 24 by the Bexar County Medical 
Society to celebrate its one hundredth anniversary. Mrs. 
Coyle was principal speaker at the October 9 meeting of the 
auxiliary, a luncheon for which Mrs. Max Johnson was 
chairman and Mrs. Fletcher Clark, Jr. was in charge of ar- 
rangements. The next day a dude ranch party honoring new 
members was held beginning early in the afternoon with 
golf, tennis, and horseback riding, and concluding with a 
barbecue supper and dancing. 

Sharing honors with Mrs. Coyle at the September 25 
meeting of the Kerr - Kendall - Gillespie - Bandera Counties 
Auxiliary at the home of Mrs. Sam Thompson, Kerrville, 
was Mrs. L. A. Feller, Fredericksburg, president of the local 
auxiliary. Mrs. Frank N. Haggard and Mrs. John Pridgen, 
both of San Antonio, also were guests. Announcement was 
made by Mrs. Hugh Drane, Jr., Kerrville, nurse recruit- 
ment chairman, that two students, one from Kerrville and 
one from Fredericksburg, were taking advantage of the stu- 
dent nurse loan fund sponsored by the auxiliary. 

Mrs. Milton Spark, Waco, council woman for District 12, 
and Mrs. Coyle spoke at the October 2 meeting of Navarro 
County Auxiliary at the home of Mrs. Dan Hamill, Corsi- 
cana. Sixteen members and five other guests enjoyed refresh- 
ments served by Mrs. Paul H. Mitchell and Mrs. C. L. Gary, 
Jr. Mesdames W. R. Sneed and G. H. Sanders of Kerens 
were co-hostesses with Mrs. Hamill. The Navarro County 
Auxiliary in August had entertained members of the med- 
ical society at a family picnic, the third annual occasion of 
its kind. 

Child care was the topic for discussion at the October 
meeting of Hopkins-Franklin Counties Auxiliary at the 
home of Mrs. Henry Chandler, Mount Vernon. Mrs. S 
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Byrd Longino, Sulphur Springs, emphasized some of the 
health problems incident to the growth of children and 
pointed out the necessity of considering each child individ- 
ually so as to permit his development to his full capacities. 
Mrs. Henry Sellers explained the importance of proper care 
of children’s teeth. 

Wives of interns and resident physicians at John Sealy 
Hospital were honored at a coffee given by Galveston 
County Auxiliary at the home of Mrs. Charles T. Stone, 
Jr., Galveston, August 26. Hostesses included Mesdames 
Edward Futch, James B. Stubbs, and Edgar Jones, Galves- 
ton, and Andrew Magliolo, Dickinson. 

The Denton County Auxiliary began its new year October 
16 with a luncheon at which an already completed project 
was reported. Members of the auxiliary had been hostesses 
for seven days while a mobile x-ray unit conducted screen- 
ing examinations. Mesdames James H. Jones and Conrad 
L. Kinard were elected to membership at the luncheon 
meeting. 

September and October were busy months for the E/ Paso 
County Auxiliary, which did not hold its first official meet- 
ing of the year until October 12, at which time the theme 
“Know Your Community’—the theme of the year chosen 
by the president, Mrs. Newton F. Walker—was carried out. 
Dr. R. B. Homan, Jr. discussed “Know Your American 
Medical Association”; Mrs. George Turner, “Know Your 
Auxiliary”; and Mrs. Louis W. Breck, “Know Your Com- 





J. T. MANTOOTH 


Dr. John Thomas Mantooth, Melissa, Texas, died in a 
McKinney hospital August 10, 1953, of complications fol- 
lowing a prostatectomy. 

The son of Woodson and Cansada (Lacy) Mantooth, Dr. 
Mantooth was born October 19, 1876, at Donna. He at- 
tended Memphis Hospital Medical College, Memphis, Tenn., 
before receiving his medical degree in 1902 from Chatta- 
nooga Medical College, then the Medical Department of 
Grant University. He did postgraduate work at Tulane Poly- 
clinic, New Orleans, and at Baylor University College of 
Medicine, then in Dallas, and practiced at Altoga for thirty 
years and at Melissa for the past twenty-three years. 

Dr. Mantooth belonged to the American Medical Associa- 
tion and the Texas Medical Association through the Collin 
County Medical Society, which he served as president in 
1931. 

Married to Miss Ethel Cate on April 13, 1910, at Dallas, 
Dr. Mantooth is survived by her; one daughter, Mrs. John- 
nie M. Madden, Melissa; one grandson, John Edward Mad- 
den, Melissa; and one sister, Mrs. Hattie Ray, Altoga. 


E. D. MILLS 


Dr. Edmund Dumas Mills, Beaumont, Texas, died August 
24, 1953, in that city of coronary occlusion. 

Born June 26, 1892, in Gay Hill, Washington County, 
the son of Edmund Dumas and Nettie (Morriss) Mills, 
Dr. Mills was graduated from Austin College, Sherman, 
and the University of Texas School of Medicine, Galveston, 
from which he received his medical degree in 1916. After 





An obituary ordinarily will not be published more than four months 
after date of death. Cooperation in reporting deaths of physicians and 
in furnishing appropriate biographical material promptly is solicited. 
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munity.” Mrs. Russell Deter and Mrs. Charles P. Elsberg 
were hostesses for the luncheon preceding the program. An 
informal coke party for members of the auxiliary was held 
by Mrs. Walker in her garden September 30. September 
also saw the auxiliary providing a house trailer exhibit on 
nurse recruitment for the welfare fair sponsored by the 
Central Council of Social Agencies of El Paso. Educational 
programs for registered nurses, vocational nurses, and 
nurses aids were presented with the assistance of Hotel Dieu 
School of Nursing, El Paso General Hospital, Providence 
Hospital, and the nurse recruitment committee of the Texas 
Graduate Nurses Association. Mrs. Breck, nurse recruitment 
chairman for the auxiliary, was in charge of the exhibit. 
LUNCHEON AT AMA CLINICAL SESSION 

A luncheon in the Hotel Statler Ballroom on December 
2 will highlight the entertainment for wives of physicians 
attending the American Medical Association clinical session 
in St. Louis. Miss Beulah Schacht, feature writer for the St. 
Louis Globe Democrat, will be the principal speaker. Also at 
the luncheon a film on Hawaii will be shown. 

The luncheon and an information booth at Kiel Audi- 
torium, where all AMA activities except House of Delegates 
and reference committee meetings are to be held, will be 
sponsored by the Woman’s Auxiliary to the St. Louis Med- 
ical Society. Mrs. Theodore Greiner, St. Louis, is in charge 
of arrangements. 


interning at John Sealy Hospital, Galveston, and while 
serving as a first lieutenant in the United States Army Med- 
ical Corps, he attended the twenty-first session of the Army 
Medical School, Washington, D. C., in 1917 and did post- 
graduate study in orthopedic surgery at Harvard Medical 





Dr. EDMUND D. MILLS 


School, Boston. Upon his discharge from the service, Dr. 
Mills moved to Beaumont, where he engaged in the general 
practice of medicine and surgery until his death. 

A member of the American Medical Association and the 
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Texas Medical Association through the Jefferson County 
Medical Society, Dr. Mills served his local medical society 
as secretary-treasurer in 1920 and as president in 1931. He 
was a Scottish Rite Mason, a Shriner, an elder in the Pres- 
byterian Church, a member of Alpha Kappa Kappa medical 
fraternity, and a past commander of his local American 
Legion post. 

Dr. Mills married the former Miss Clara Mildred Myers 
of Beaumont on September 30, 1932, at Lake Charles, La. 
She survives, as do a son, Tully Fuller Mills; three daugh- 
ters, Joedna Mills, Kate Mills, and Merice Mills; a brother, 


Morriss Mills; and a sister, Miss Louise Mills, all of Beau- 
mont. 


i ik. GUEST 


Dr. J. L. Guest, Plainview, Texas, died July 23, 1953, 
in an Amarillo hospital of cancer. 

A native of Celeste, Hunt County, Dr. Guest was born 
May 18, 1877, the son of J. J. and Mary Guest. He received 
his medical degree from Barnes Medical College, St. Louis, 
in 1901 and practiced at Wayland a year, Munday a year, 
Lockney twelve years, and Plainview from 1917 to 1928, 
when he went into semi-retirement. He moved to San An- 
tonio in 1949 and retired. 

Dr. Guest had been a member of the Hale-Floyd-Briscoe- 
Swisher Counties Medical Society, the Texas Medical Asso- 






















Dr. J. L. GUEST 


ciation, the American Medical Association, the Masonic 
Order, the Shrine, the Elks Club, and the Methodist Church. 

The former Miss Leota Crawford, whom Dr. Guest mar- 
ried on July 3, 1902, at Silverton, preceded him in death 
in 1948. Their two children, Mrs. H. V. Tull, Jr., Amarillo, 
and Mrs. Sam Harvey, Jacksonville, Fla., survive, as do a 
sister, Mrs. Bruce W. Bryant, Austin; six grandchildren; and 
three great-grandchildren. Also, a second wife, the former 
Mrs. Edna Setser, Plainview, whom Dr. Guest married in 
1949, survives. 


B. F. SMITH 


Dr. Bernard F. Smith, San Antonio, Texas, died July 7, 
1953, in that city after a long illness. 

Born October, 1881, in Denison, Dr. Smith was grad- 
uated from the University of Texas, Austin, and the Uni- 





versity of Texas Medical Branch, Galveston, from which 
he received his medical degree in 1906. He began his prac- 
tice in Temple, moving in 1909 to San Antonio, where he 
remained until his death, with the exception of a period be- 
tween 1917 and 1919 when he was in military service. Dr. 
Smith was assigned by the United States Army Medical 
Corps to the Presbyterian Hospital in Chicago to study 
brain and bone surgery. He served in France with the Nine- 
teenth Evacuation Unit and later was made a lieutenant 
colonel during the occupation at Trier, Germany. In 1919 
Dr. Smith returned to San Antonio, where he practiced un- 
til his retirement in 1942. 

For forty years Dr. Smith belonged to the Texas Medical 
Association through the Bexar County Medical Society. He 
was secretary of the Section on Gynecology and Obstetrics 
of the Association’s 1912 annual session. He also belonged 
to the American Medical Association and the Masonic Lodge. 
Mrs. Zaidee Cunyus Smith, his wife, survives. 


J. C. A. ECKHARDT, SR. 


Dr. Joe Carl Augustus Eckhardt, Sr., Austin, Texas, died 
in that city August 27, 1953, of coronary occlusion. 

Born October 29, 1882, at Yorktown, the son of the Rob- 
ert C. Eckhardts, Dr. Eckhardt attended Coronal Institution, 
San Marcos, and was graduated from the University of Texas 
School of Medicine, Galveston, in 1908. He interned at St. 
Joseph’s Infirmary in Houston, practiced in DeWitt County 
for two years, and moved in 1910 to Austin, where he re- 
mained until his death. In Austin he was on the staff of 
Brackenridge Hospital, physician at the Woman’s Confed- 


erate Home for forty years, and physician for the Travis 
County Selective Service Board. 











Dr. JOE C. A. ECKHARDT, SR. 


Dr. Eckhardt was a member almost continuously since 
1909 of the Texas Medical Association through the Travis 
County Medical Society. He also belonged to the American 
Medical Association and Sigma Chi fraternity. 

In January, 1910, Dr. Eckhardt married the former Miss 
Norma Wurzhach in San Antonio. She survives him, as do 
three sons, Robert C. Eckhardt and Dr. Joe C. A. Eckhardt, 
Jr., both of Houston, and Norman W. Eckhardt, Dallas; a 
brother, O. G. Eckhardt, Austin; and four grandchildren. 
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